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The Nurses and Midwives Act 2011 requires the regulator, the Nursing and Midwifery Board 

of Ireland, to establish a code of professional conduct for the nursing and midwifery 

professions and to provide guidance on all aspects of ethical and professional conduct. The 

Act is a key factor underpinning the review of the Code of Professional Conduct for Each 

Nurse & Midwife (2000). A wide range of other factors have also necessitated the 

development of updated guidance for nurses and midwives. These include: changes in 

health and information technology, advances in areas as diverse as genetics and social 

media, increased cultural and religious diversity within Ireland, legislation and policy 

initiatives, the proliferation of varied practice settings, the move toward a more community-

based care model, and an increasingly varied healthcare team skill-mix. 

 

The development of a new draft Code has been influenced by the European Council of 

Nursing Regulators’ reference document, the Code of Ethics and Conduct for European 

Nursing. This document is structured by principles, values, and general statements of 

conduct, and provides a common framework for regulatory bodies to use in developing 

guidance. The importance of broad consultation, critical review, and analysis of ethical and 

professional matters has also been recognised as central to the process of developing a 

guidance framework that can support and advise nurses and midwives in Ireland, as well as 

provide responsive and up-to-date regulation. 

 

This report describes the first phase of consultation on the new draft Code of Professional 

Conduct and Ethics for Registered Nurses and Registered Midwives and presents the findings 

of the focus groups conducted with nurses, midwives, union representatives, service-users, 

carers, families, and stakeholder organisations. 

 

 

 

 

 

Context 
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The Nursing Board                                                                    

An Bord Altranais (Nursing Board) was established by the Nurses Act 1950. The Nursing 

Board was re-constituted and its functions were re-defined and expanded by the Nurses Act 

1985. The Nurses and Midwives Act 2011 repeals the Nurses Act 1985, and sets out the 

functions of the Nursing Board going forward. The main objectives of the Board are to 

protect the public and to ensure the integrity of nursing and midwifery practice. The Board 

is the statutory body which sets the standards for the education of nurses and midwives in 

Ireland by assessing and approving programmes of education in Higher Education Institutes 

for nurses and midwives in Ireland and recognising and assessing nursing and midwifery 

qualifications obtained outside of Ireland. It is responsible for establishing and maintaining 

the register of nurses and midwives. It also advises on how nurses and midwives should 

provide care to service users, their families, and society, through the provision of a 

professional code of conduct for nurses and midwives. 

The Irish Society for Quality and Safety in Healthcare (ISQSH)         

Established in 1994, the ISQSH is a not-for-profit, membership-based, non-governmental 

organisation aiming to promote quality and safety improvement throughout the Irish health 

service and to lead the continuous improvement of quality and safety in healthcare. In doing 

so, the ISQSH is dedicated to supporting the development of professionals in the area of 

healthcare quality through education, training and research. We provide a network for 

those working in, or interested in, healthcare quality. As a multidisciplinary organisation, the 

ISQSH has access to a large group of health professionals who contribute to a number of 

working groups, including research and education. The ISQSH is involved in a range of 

research projects within the Irish healthcare arena. Primarily, work undertaken by the 

Society has examined service users’ perspectives of the level and type of service they have 

received. The Inpatient Survey 2011 is the fifth national acute hospital inpatient survey 

carried out by the ISQSH. The ISQSH receives its funding from the Department of Health and 

Children and additional funding through research and training initiatives.       

About Us 
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The Nursing Board is the statutory regulatory body for the nursing and midwifery 

professions, with responsibility for the registration, regulation and education of nurses 

and midwives in Ireland. The Nurses and Midwives Act 2011, which repeals the Nurses 

Act 1985, states that the Board is accountable to the Minister for Health, the public, and 

the professions for providing and maintaining a safe, appropriate, and responsive system 

for  professional regulation and guidance to nurses and midwives. The Nursing Board 

advises and guides nurses and midwives on matters related to nursing and midwifery 

practice. The main objectives of the Board are to protect the public and to ensure the 

integrity of nursing and midwifery practice. The Nursing Board seeks to achieve these 

objectives by fulfilling its functions, as outlined by the Nurses and Midwives Act 2011: 

 

 The Board shall: 

(a) establish and maintain the register of nurses and midwives and the candidate register, 

(b) establish procedures and criteria for assessment and registration in the register of 
nurses and midwives and the candidate register, and the divisions of those registers, 
including the issue of certificates of registration and renewal of registration, 

(c) approve programmes of education and further education necessary for the purposes of 
registration and continued registration, 

(d) keep the programmes referred to in paragraph (c) under review, 

(e) act as the competent authority for the purposes of— 

(i) the mutual recognition of professional qualifications of nurses and midwives 
awarded in or recognised by Member States or other relevant states within the 
meaning of the Regulations of 2008, 

(ii) all matters referred to in Directive 2005/36/EC which relate to the role of a 
competent authority for the purposes of the recognition of professional 
qualifications of nurses and midwives, 

(f) enter into agreements, with bodies in third countries that are duly authorised to 
perform functions in third countries that correspond to the functions of the Board, in 
relation to— 

(i) the recognition by the Board, for the purposes of registration, of degrees, 
diplomas and other qualifications relating to the practice of nursing and midwifery 
awarded in those third countries, 

(ii) the recognition by such bodies, for the purposes of authorisation to practise 
nursing and midwifery in third countries, of degrees, diplomas and other 
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qualifications relating to the practice of nursing and midwifery awarded in the 
State, 

(g) specify standards of practice for registered nurses and registered midwives, including 
the establishment, publication, maintenance and review of— 

(i) appropriate guidance on all matters related to professional conduct and ethics 
for registered nurses and registered midwives, 

(ii) appropriate guidance on the maintenance of the professional competence of 
registered nurses and registered midwives, and 

(iii) a code of professional conduct for registered nurses and registered midwives, 

(h) specify criteria regarding the creation by employers of specialist nursing and midwifery 
posts, 

(i) establish committees to inquire into complaints, 

(j) make decisions and give directions under Part 9 relating to the imposition of sanctions 
on registered nurses and registered midwives, 

(k) advise the public on all matters of general interest relating to the functions of the 
Board, its area of expertise and other matters of interest to the public relating to nurses 
and midwives and their practice, including public advertisement of the object, functions 
and contact details of the Board from time to time, 

(l) advise the Minister, either at the Minister’s request or on its own initiative, on all 
matters relating to the other functions conferred on it by any provision of this Act, and 

(m) perform any other function conferred on it under any other provision of this Act or of 
any other enactment. 

 

As specified above (see part (g)), the Nursing Board is required, under the new Act, to 

establish, publish, maintain and review “appropriate guidance on all matters related to 

professional conduct and ethics for registered nurses and registered midwives”. In order  

to inform the development of its guidance, the Board has conducted an extensive 

literature review of international codes of conduct and ethics, including: the European 

Council of Nursing Regulators’ Code of Ethics and Conduct for European Nursing; the 

International Council of Nurses’ Code of Ethics for Nurses; the UK Nursing and Midwifery 

Council’s The code: Standards of conduct, performance and ethics for nurses and 

midwives; the Australian Nursing and Midwifery Council’s Code of Ethics for Nurses in 

Australia, Code of Ethics for Midwives in Australia, Code of Professional Conduct for 

Nurses in Australia, and Code of Professional Conduct for Midwives in Australia; the 

Nursing Council of New Zealand’s Code of conduct for nurses; and the American Nurses’ 
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Association’s Code of Ethics for Nurses with Interpretive Statements (Code for Nurses). As 

part of the review process, the Nursing Board has also completed:  

 a comparative content analysis of the present Code with other healthcare 

professionals and regulators’ codes of conduct and ethics, both at national and 

international levels, 

  a modified Delphi study with higher education institutes’ lecturers teaching ethics 

to nursing and midwifery students, regarding professional values and  ethical 

principles, and 

 consultation with other Irish and overseas regulators regarding the development  

of their codes and accompanying consultation activities. 

 

The need for the development of a new Code reflects not only the requirements of the 

Nurses and Midwives Act 2011 but also the challenges nurses and midwives have faced 

over the past decade, as well as the need to clearly define the principles, supporting 

values, and standards of conduct expected and required of registered nurses and 

registered midwives. The Nursing Board has considered changes in education, practice, 

health care policy, and societal demands for safe, ethical, and effective nurses and 

midwives in its development of a new draft Code. The Nursing Board wishes to ensure 

that its guidance is current, relevant, and clear for nurses and midwives, and that it 

fosters awareness in members of the public regarding the professional care they can 

expect from nurses and midwives.    

 

The new Code of Professional Conduct and Ethics for Registered Nurses and Registered 

Midwives will form part of the regulatory and professional guidance framework for the 

nursing and midwifery professions. It will provide the standards for the regulation, 

monitoring, and enforcement of professional conduct. The Code will be used as a tool by 

the Nursing Board in carrying out its functions relating to determination of the fitness to 

practice and/or competency of an individual nurse or midwife. The Code will also act as a 

decision-making support for nurses and midwives on ethical issues encountered in their 

practice. In the interests of broad consultation, and a desire to take the views of all those 

affected by the Code into account, the Nursing Board established a framework for 

consultation with its stakeholders on the draft version of the Code with the aim of 
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gathering valuable feedback which would guide the future development of the Code. The 

Nursing Board commissioned the ISQSH to undertake the first phase of consultation 

exercises on the draft Code. This consultation took the form of focus groups conducted 

with nurses, midwives, students, services users, families, carers and stakeholder 

organisations.  

 

The Nursing Board have previously used focus groups as a source of information in 

developing or revising: standards for midwives, guidance on care of the older person, 

practice standards for prescribers, and guidance on continued competence work. Focus 

groups have been demonstrated to be an effective method of consultation for regulatory 

bodies. For example, the Social Workers Registration Board of Ireland used focus groups 

to consult with stakeholders when developing the Code of Professional Conduct and 

Ethics for Social Workers and, in the UK, The Nursing and Midwifery Council also used the 

focus group approach when updating their Code of Conduct: The code: Standards of 

conduct, performance and ethics for nurses and midwives. 

 

Gathering feedback from registered nurses and midwives on the draft Code was 

recognised as an essential part of the Code’s development. Nurses and midwives will be 

required to abide by the Code as part of their professional practice, and the Code will 

help to inform their relationship with both service users and colleagues. It was also 

agreed that student nurses and midwives should be consulted, since the new Code will be 

a key curriculum document and will inform their professional practice in their careers 

after graduation and registration with the Nursing Board. Nursing and midwifery union 

representatives were invited to participate in the consultation process because they 

represent and advocate for nurses and midwives and will use the Code in information 

provision and fitness to practice contexts in the future. Finally, consultation with service-

users, as well as their representatives, families, and carers, was a key component of the 

research process. One of the Code’s main objectives is to protect service-users and 

inform them about the quality of service they can expect of nurses and midwives. 

Feedback from the selected groups was expected to highlight issues raised by the draft 

Code from a wide range of perspectives and to feed into further development of the 

Code. 
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The objectives of the focus group consultation exercise were: 

 To promote the involvement of the public, profession and key stakeholders in 

developing professional and regulatory standards for nursing and midwifery 

professional conduct and ethics, 

 To ascertain the opinion and views of registered nurses, registered midwives and 

the public on the draft Code of Professional Conduct and Ethics for Registered 

Nurses and Registered Midwives, 

 To determine strategy and key points for implementation or dissemination of the 

new Code within the profession and to the general public, and 

 To identify other areas for professional guidance and standards development 

resulting from the new Code. 

 

 

 

 

 

 

 

 

 

 

2. Objectives 
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3.1 Ethical Considerations 
 
Protection of personal information and confidentiality were considered at all times 

throughout the consultation process. Informed consent was received from all 

participants. Each individual indicated that they understood the purpose of the study 

(and its potential benefits), that their responses would be treated in the strictest 

confidence, and that they freely gave their consent for the focus group to be recorded 

and for the information they provided to be used in a summary report. Participants were 

assured that their contribution to the focus groups would be anonymous and could not 

be used to identify them in the future. All participants were aware that their participation 

was voluntary and that they could leave at any stage during the focus group. 

 

It is common practice to provide a small gratuity to focus group participants with the goal 

of encouraging participation, reducing attrition, and conveying appreciation (Dilorio, 

Hockenberry-Eaton, Maibach & Rivero, 1994; Cote-Arsenault & Morrison-Beedy, 1999). 

The provision of a small gratuity to participants in the form of a book token was built into 

the ISQSH focus group methodology. 

 

3.2 Data Collection 
 
The purpose of the consultation process was to explore nurses’ and midwives’ views on a 

Code of Professional Conduct and Ethics for nurses and midwives in Ireland, specifically 

relating to its content, function, dissemination, implementation, and implications for 

supplementary professional guidance in the future. An in-depth understanding of such 

views requires an explorative and qualitative research design. Qualitative research 

methods are particularly useful in investigating complex, new, or relatively unexplored 

phenomena (Clarke & Jack, 1998). 

 

A focus group methodology was chosen for the first phase of the planned consultation 

activities. Morgan (1996) defines a focus group as “a research technique that collects 

3. Methodology 
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data through group interaction on a topic determined by the researcher.” Generally used 

to explore the views, experiences or opinions of a particular group, the key feature of the 

technique is the active interaction that takes places between participants. Focus groups 

are a popular research method in the field of health sciences (Happell, 2007) and have 

been acknowledged as a rich source of information (Kidd &Parshall, 2000; McLafferty, 

2004; Happell, 2007; Shaha et al, 2011). Robinson (1999) argues that focus groups 

provide realistic descriptions of the work of care providers, making them a particularly 

appropriate methodology for this type of project. Shaha et al (2011) and Jayasekara 

(2012) outline the benefits of the focus group method: 

 It recognises participants as experts; 

 It provides more depth than a quantitative survey, yet is less intimidating and 

time-intensive than standard one-on-one interviews; 

 The group interaction can assist attempts to clarify, analyse and resolve issues;  

 It provides access to the language and concepts of the group in question; 

 It provides insight into the level of consensus on an issue; 

 It can reduce the interviewer’s influence on what is said by skewing the balance of 

power toward the group. 

 

3.3. Study Population 
 

Registered nurses and registered midwives were the natural candidate participants for 

the focus groups because they are experts in nursing and midwifery care and will be 

subject to the new Code of Professional Conduct and Ethics. It was also judged important 

to represent nursing and midwifery students since they will be exposed to the new Code 

through their education programmes, will be subject to the Code in their future careers, 

and can provide a ‘novice’ perspective. Two focus groups were conducted with service 

users, families, carers (“direct” service users) and service user representatives, in order to 

incorporate the views of these important stakeholders and reflect the role of the Nursing 

Board as a regulator concerned with the protection of the public in its dealings with 

nurses and midwives. Union representatives were invited to participate since they 

represent and advocate for nurses and midwives. A pilot focus group was undertaken 
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with nurses and midwives with the aim of identifying any potential amendments to the 

focus group discussion guide required to encourage the flow of conversation and 

maximise relevant feedback. Participants in the pilot group were asked to comment on 

the content, order, and timing of the discussion guide questions. 

 

It is recommended within the literature that focus groups should be comprised of 

homogeneous participants (with respect to the research topic in question) in order to 

maximise the comfort of participants and the potential for open and honest discussion 

(Clarke 1999, Krueger & Casey, 2000). For this reason, separate focus groups were 

organised for different types of participants, i.e. nurses and midwives of different levels 

of experience, union representatives, “direct” service users, and service-user 

representatives. However, heterogeneity among participants’ other characteristics is 

encouraged in order to promote dynamic interaction and the provision of varied 

viewpoints (Ekblad et al., 2000; Kitzinger, 1994; MacIntosh, 1993).  

 

3.4 Sampling and Recruitment  
 
The prevailing view in the literature asserts that an adequate group size is between 4 and 

12 participants, with the optimal size being between 5 and 10 (Sim, 1998; Beyea & Nicoll, 

2000). A number of authors suggest that it is prudent to over-recruit because of potential 

late cancellations (Halcomb, Gholizadeh, DiGiacomo et al, 2007). In order to compensate 

for any late cancellations, ISQSH aimed to recruit up to a maximum of 15 participants per 

group. Participants who were interested in attending a group that had already been filled 

were thanked for their interest and encouraged to take part in the second phase of public 

consultation on the draft Code. 

 

 

3.4.1 Nursing and Midwifery Focus Groups 

In planning this project, the concern was raised that if nurses and midwives of all grades 

and experience levels, including nurse/midwife managers, were included in the same 

focus group, the ability to speak freely could potentially be constrained - participants with 

less experience might indicate agreement with their colleagues who are more 



9 

experienced or in senior/management positions, either because they feel their opinion is 

less valuable or in order to avoid perceived negative consequences in the future (Happell, 

2007; Clarke, 1999; Krueger & Casey, 2000). Therefore, it was decided to segment the 

focus groups into four different types based on participants’ length of experience and 

seniority within the nursing/midwifery professions (see Table 1 below). The creation of 

these divisions drew from the Benner studies of skill acquisition in nursing (Benner, 1984; 

2004). Participants in each group still varied in terms of other characteristics, including 

age and gender.  

 

Table 1: Sampling Framework 

Focus Group Participants1 
 
 

Benner’s Stage 
(2004) 

Number 
of Focus 
Groups 

Locations 
 
 

Nursing/midwifery students  
 
Nursing/midwifery graduates with 
less than two years of registered 
practice in their field 

Stage 1: Novice  
 
Stage 2: 
Advanced 
Beginner  
 

2 Dublin city 
Cork city 
 
 

Nurses/midwives with more than 
two and less than seven years of 
registered practice in their field (not 
in a management position) 

Stage 3: 
Competent 
 
Stage 4: 
Proficient 
 

2 Dublin North 
Limerick city 

Nurses/midwives with more than 
seven years of registered practice in 
their field (not in a management 
position) 

Stage 5: Expert 4 Drogheda 
Tullamore 
Sligo 
Cashel 
 

Nurses/midwives in a management 
position, or with a 
tutor/advanced/specialist title2 
 

Stage 5 :Expert 2 Dublin South 
Galway 
 
 

 

                                                      
1
Nurses & Midwives in: Public, Voluntary & Private Hospitals (General/Midwifery/Psychiatric/Children’s); 

Public Health/Community Care; Intellectual Disability Services; Mental Health Services; General Practice 
Services; Occupational Health Services; Prison Services; Nursing homes (Public/Private); Care of the 
Elderly Services; Educational Services; Self-employment; Agency employment. 
 
2
Directors of Nursing /Midwifery, Assistant Directors of Nursing / Midwifery, Advanced Nurse/Midwife 

Practitioners, Clinical Nurse/Midwife Specialists, Tutors & Clinical Nurse/Midwife Managers (I – III). 
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Across all nursing and midwifery group types, the common preliminary goal was to recruit 

at least one individual per each of the five basic divisions of the register. Additionally, in 

the management/advanced group, as wide a range of grade representation as possible 

was sought. Conducting no fewer than two focus groups of each type is recommended 

(Kingry et al. 1990, Morgan 1995), since the themes emerging from a “stand alone” focus 

group session cannot be relied upon as a true representation of the views of the larger 

group. Kidd and Parshall (2000) suggest that the findings of focus groups can be further 

improved by conducting multiple groups from multiple sites. Geographic 

representativeness was a key factor in determining the locations of the nursing and 

midwifery focus groups to be conducted. All four HSE regions were represented. In order 

to facilitate travel and accommodate large populations (e.g. in the Dublin region), ten 

sites (including three in Dublin) were selected (see Table 1). 

 

Both the ISQSH and the Nursing Board publicised the focus groups and emphasised that 

participation was voluntary. Focus groups with nurses and midwives are more successful 

when recruitment strategies that encourage participation without implying coercion are 

utilised (Shaha, Wenzel & Hill, 2011). Therefore, it was essential to state and ensure that 

participation was voluntary. 

 

The Nursing Board posted focus group updates on their website and sent details to 

registrants signed up to receive their electronic newsletter (approximately 20,000 

registrants). All Directors of Nursing and Midwifery of HSE sites received an email from 

the Director of Nursing and Midwifery Services (HSE) containing focus group information. 

The ISQSH asked Registrars/Heads of Schools at third-level Schools of Nursing and 

Midwifery to inform their students about the consultation process. The ISQSH also 

contacted other relevant organisations (e.g. Irish Practice Nurses Association, Nursing 

Homes Ireland, Independent Hospital Association of Ireland) and requested that they 

convey the information to their members. Communication sent by the ISQSH included a 

sample mail shot and flyer that could be used to disseminate the focus group information 

further. The ISQSH freephone number was also provided with all communication – this 

was the number nurses and midwives could call to declare their interest in participating 

in the focus groups.  
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ISQSH researchers managed the Freephone line and explained the focus group 

methodology to callers. If a caller was interested in participating, they were asked to 

complete a short recruitment questionnaire. Information obtained enabled the ISQSH to 

identify gaps in the sample and ascertain which geographic areas / divisions of nursing / 

experience levels were best represented by potential participants. Questions included: 

 Details of current employment: 

o County 

o Type of institution/organisation (e.g. public hospital/nursing home/prison etc.) 

 Division of register currently working in 

 Any other divisions registered in 

 Number of years of experience in nursing/midwifery since graduation 

 Gender 

 Current position (including: Grade, if applicable) 

 Educational information (including: Highest level of education). 

 

The ISQSH attempted to fill any identified gaps in the sample by approaching individual 

directors of nursing and midwifery as well as by contacting specific nursing and midwifery 

organisations, specific independent hospitals / nursing homes / community / mental 

health / prison services, and other relevant organisations. 

 

 

3.4.2 Service-User / Stakeholder Focus Groups  

Two focus groups were conducted with members of the public, in order to incorporate 

the views of these important stakeholders and reflect the role of the Nursing Board as a 

regulator concerned with the enhancement of the protection of the public in its dealings 

with nurses and midwives. In the interests of obtaining some degree of homogeneity 

within the groups, it was agreed that one of the public focus groups would consist of 

representatives from patient advocacy organisations and other stakeholder 

organisations, while the other would consist of service-users, families and carers who had 

direct experience with healthcare services in Ireland (see Table 2). Both groups were held 

in Dublin in order to maximise participant numbers; a larger population facilitates 

recruitment, and the majority of stakeholder organisations are based in the capital.  
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An extensive list of stakeholder organisations was formed by amalgamating information 

from the ISQSH and the Nursing Board’s contact databases. This list of stakeholders was 

then sorted under the categories specified by the Equal Status Acts 2000-2008, as well as 

one added category of ‘general patient advocacy’ (see Table 2). The Acts state that all 

people are to be treated equally, without discriminating by age, gender, race, religion, 

civil status, family status, sexual orientation, disability (physical, mental or intellectual), or 

membership of the Traveller community. 

Table 2: Sampling Framework – Public Focus Groups 

Focus Group Type Representation Sought 

1. Stakeholder Groups: 
 
Advocacy groups 
Patient representative groups 
Information / support providers 

 Age 
Gender 
Race 
Religion 
Civil Status 
Family Status 
Sexual orientation 
Intellectual Disability 
Physical Disability 
Mental Disability 
Traveller Community 
Patient Advocacy  
Chronic illness 

2. Service Users: 
 
Patients / Service users 
Carers 
Families 

 Children’s Health Services 
Mental Health Services 
Intellectual Disability Services 
Maternity Services 
Elderly Care Services  
General / Acute Services 

 

One organisation from each category was randomly selected to participate. A 

replacement list was drawn to fill any gaps left by organisations unable to attend. The 

Irish Platform for Patients’ Organisations, Science and Industry (IPPOSI) assisted by 

nominating five additional organisations representing chronic illnesses/conditions to 

attend. IPPOSI is a patient-led partnership that facilitates interaction between its three 

key members, patients’ organisations, scientists and industry, on policy legislation and 

regulation of new medicines, products, devices and diagnostics in Ireland. 
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The second public focus group was aimed at past and present service users as well as 

carers or families of service users with direct experience of healthcare services in Ireland. 

The ISQSH recruited participants for this group under six headings (see Table 2), 

representing six broad fields of nursing and midwifery practice: General Health / Acute 

Services, Children’s Services, Mental Health Services, Intellectual Disability Services, 

Maternity Services and Care of the Elderly Services. Participants were recruited using the 

ISQSH’s Acute Hospital Service User List as well as with the assistance of key contacts and 

stakeholder organisations known to ISQSH and the Nursing Board 

 

 

3.4.3 Union Focus Group 

It was judged important to include nursing and midwifery union representatives in the 

consultation process, since they represent and advocate for nurses and midwives and will 

be directly involved in the use of the Code in information provision and fitness to practice 

contexts. Three unions in Ireland represent nurses and midwives: the Services Industrial, 

Professional and Technical Union (SIPTU), the Irish Nurses and Midwives Organisation 

(INMO) and the Psychiatric Nurses Association (PNA). Each union was asked to nominate 

three representatives to attend a focus group which was held in the offices of the Nursing 

Board. 

 

3.5 Conducting the focus groups 
 

Each focus group was facilitated by two to three ISQSH researchers who formed a 

moderator team. One moderator was responsible for facilitating the discussion, and the 

assistant moderators were responsible for recording the session by audio-tape, taking 

notes, and creating an environment conducive for group discussion.  

 

On arrival, participants were given an Information form (Appendix 1, 2 & 3) which 

explained the purpose of the focus group, why they had been invited to take part, and 

what was involved. Information forms were amended slightly to reflect the different 

groups of participants involved. Participants were asked to sign a consent form (Appendix 

4, 5 & 6) to indicate that they agreed to everything outlined in the information form, and 
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that they gave their permission for their contribution to the focus group to be recorded, 

and for the information to be held confidentially by the ISQSH. 

 

Participants were also asked to complete a brief survey (Appendix 7, 8 & 9) before the 

focus group commenced. The participants were given a copy of the current Code of 

Professional Conduct for each Nurse and Midwife (Appendix 13) and the new draft Code 

of Professional Conduct and Ethics for Registered Nurses and Registered Midwives 

(Appendix 14) and were allowed 30 minutes to read the documents and make notes on 

any issues they would like to discuss. After reading time had elapsed, the audio recorder 

was switched on and the facilitating moderator began the group discussion using 

questions and prompts from the discussion guide. The discussion guide was tailored for 

use with the three different types of focus group (Appendix 10, 11 & 12). The focus 

groups ranged in duration from 1.5 to 2 hours in total. The focus groups came to an end 

when the facilitating moderator had worked through all questions in the discussion guide 

and when participants had no further comments to make regarding the new draft Code. 

When the discussion had ended, the audio recorder was switched off and participants 

were thanked and provided with a small gratuity in appreciation of their time. 

 

3.6 Data Analysis 
 

The data analysis method used in this study was content analysis. Content analysis is a 

systematic approach to qualitative data analysis that looks for structures and patterned 

regularities in text (Myers, 2009, p. 257). In this case, the texts examined were the focus 

group transcripts. Content analysis is used to minimise the subjectivity of summaries and 

to simplify the detection of trends. The ISQSH developed a focus group discussion guide 

in order to structure feedback around three broad areas relating to the objectives of the 

Nursing Board at the outset of the project: 

 To ascertain the opinion of the registered nurses, registered midwives and the 

public on the draft Code of Professional Conduct and Ethics for Registered Nurses 

and Registered Midwives. 
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 To determine strategy and key points for implementation or dissemination of the 

new Code within the profession and to the general public 

 To identify other areas for professional guidance and standards development 

resulting from the new Code. 

 

As mentioned, the analysis was transcript-based. Transcript-based analysis represents the 

most rigorous and time-intensive mode of analysing data (Onwuegbuzie et al, 2009). The 

focus groups were recorded using a digital voice recorder and these recordings were sent 

to an external transcriber. The completed transcriptions and the assistant moderator’s 

notes were analysed. The process of ‘recursive comparative analysis’, also known as 

content analysis (or thematic analysis), was used to analyse the transcripts. This involves 

reading, categorising, testing and refining, a process which is repeated by the researcher 

until all categories are compared against all the participants’ responses (Leitch et al, 

2006, 2007; Odena & Welch, 2007). Content analysis was undertaken as per the six-stage 

approach (see Table 3) suggested by Krippendorff (2004). 

 

Computer-aided qualitative data analysis software (NVivo, version 9) was used to carry 

out the content analysis. Some commentators have expressed concern that the use of 

computer software to conduct qualitative analysis might distance the researcher from 

his/her data, encourage quantitative analysis of qualitative data, or create a homogeneity 

in methods across the social sciences (Barry, 1998; Hinchliffe, Crang, Reimer & Hudson, 

1997).  However, proponents of its use argue that it serves to facilitate an accurate and 

transparent data analysis process whilst also providing a quick and simple way of 

counting who said what and when, which, in turn, provides a reliable, general picture of 

the data (Morrison & Moir, 1998; Richards & Richards, 1994). NVivo software has been 

used previously to conduct qualitative analysis of focus group data collected at the 

Nursing Board’s 2011 National Conference, Strengthening Patient Protection and 

Professional Integrity by Maintaining Professional Competence (An Bord Altranais, 2011).  
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 Table 3: Krippendorff Six-Stage Approach 

1 A body of text - the data that a 
content analyst has available 
to begin an analytical effort. 

Transcriptions of 14 focus groups: 

 11 groups: Nurses and midwives 
o 1 group: Pilot 
o 2 groups: Students and recent graduates 
o 2 groups: 2-7 years’ registered experience 
o 4 groups: 7 plus years’ registered experience 
o 2 groups: Management / Advanced / 

                             Specialist / Tutor  

 1 group: Nursing and midwifery union 
representatives 

 1 group: Members of patient representative / 
advocacy / information provision groups  

 1 group: Service users, carers, and families of 
service users. 

2 A research question or 
objective that the analyst 
seeks to answer by examining 
the body of text. 

1. To ascertain the opinion and views of registered   
nurses, registered midwives, and the public on the 
draft Code of Professional Conduct and Ethics for 
Registered Nurses and Registered Midwives. 
2. To determine strategy and key points for 
implementation or dissemination of the new Code 
within the profession and to the general public 
3. To identify other areas for professional guidance 
and standards development resulting from the new 
Code. 

3 A context of the analyst’s 
choice within which to make 
sense of the body of text. 

The development of the new Code of Professional 
Conduct and Ethics for Registered Nurses and 
Registered Midwives. 

4 An analytical construct that 
operationalises what the 
analyst knows about the 
context of the text. 

The discussion guide, containing questions and 
prompts relating to the new Code of Professional 
Conduct and Ethics for Registered Nurses and 
Registered Midwives. 

5 Inferences that are intended 
to answer the research 
question, which constitute the 
basic accomplishment of the 
content analysis. 

Summary of the coded transcribed opinions and 
views of the participants. 

6 Validating evidence, which is 
the ultimate justification of the 
content analysis  

Final interpretation of the data: a detailed 
description of the transcribed focus groups which 
will be useful in identifying potential revisions or 
clarifications to the draft  Code as well as guiding  
the strategy to be used in disseminating the final 
Code within the professions and the general public. 
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All transcripts were imported into NVivo and distinct sections of text or speech were 

coded under “nodes” (containers created within a project file to hold content about a 

particular theme or topic). The starting list of nodes was based on the discussion guide 

and the key topics that had been raised by participants in the focus groups. The coding 

process could distinguish between the types of focus group (nurses and midwives, service 

users etc.). The coding process was advanced through an intensive reading and re-reading 

of the transcripts leading to the development of additional nodes, the amalgamation or 

deletion of existing nodes, and the grouping of nodes under common headings or 

themes. Coding “stripes” could be made visible in the margins of the transcripts so that it 

was clear which node each section of text had been coded under. NVivo also allowed for 

the creation of memos to record the researchers’ thought processes and for the logging 

of all project events, e.g. the creation of a new node. 

 

3.7 Limitations 
 
There are a number of limitations associated with using a focus group methodology. 

Disagreements and irrelevant discussion can sometimes distract from the main focus of 

the group. Maintaining relevant and coherent discussion in a large and vocal group can 

be challenging, and the unstructured nature of the data can add to the difficulty of 

analysis. Some participants can be more domineering than others. This imbalance can be 

off-putting or intimidating for less vocal participants who may be influenced by the 

dominant view. Since focus group participants are generally self-selecting, they may not 

be representative of the whole population. It can be difficult to recruit a wide range of 

individuals to participate in focus groups; this was one of the obstacles encountered in 

the recruitment phase of the study. The timeframe within which to recruit participants 

for the nursing and midwifery focus groups was quite short - these groups ran from the 

11th of June to the 2nd of July, a period of less than one month. The two groups that 

proved most challenging to recruit were the nursing/midwifery students and the 

registered nurses/midwives with 2-7 years’ experience.  
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135 individuals took part in the focus group consultation activities. These participants 

were divided among the following categories of focus group (Table 4): nursing and 

midwifery focus group (72.6%), stakeholder focus group (11.8%), service user focus group 

(8.9%), and union focus group (6.7%). 

 

Table 4: Breakdown of Participants 

Participants Focus Groups N % 

Nurses & Midwives 11 (including Pilot) 98 72.6% 

Service Users 1 12 8.9% 

Stakeholders 1 16 11.8% 

Union Representatives 1 9 6.7% 

 
 

Figure 1 illustrates that the majority of participants, across three of the focus group 

types3, were female. The stakeholder group contained the highest percentage (12.5%) of 

male participants.   

 

 

 Figure 1: Gender profile of participants 

                                                      
3
 Union representatives were not required to complete a demographic questionnaire. The three focus 

group types represented in Figures 1 and 2 are: Nurses and Midwives, Service Users, and Stakeholders. 
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The spread of age-categories varied across groups. Close to half (45.4%) of the service 

user group were aged 60 years or over, compared to 12.5% in the stakeholder group and 

just 2.1% in the nursing and midwifery groups. Each of the group types contained roughly 

the same proportion (approximately one quarter) of participants aged 40 or under. 

Participants aged between 40 and 59 made up the largest proportion of the nursing and 

midwifery groups and the stakeholder group. 

 

Figure 2: Age profile of participants  

 

4.1. Breakdown of Nursing and Midwifery Focus Groups 

Figure 3 illustrates the percentage of nursing and midwifery focus group participants 

working or studying in the five basic divisions of the register. The majority (61.2%) of 

individuals who took part in the nursing and midwifery groups were currently working in 

(or a student in) the field of general nursing.  This was followed by psychiatric nursing 

(14.3%) and midwifery (11.2%). A relatively lower number of participants were currently 

associated with the intellectual disability (9.2%) and children’s (4.1%) divisions of the 

Nursing Board’s Register.  
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Figure 3: Nursing and Midwifery: Division of register currently associated with 

 

Figure 4, below, illustrates the types of organisations that nursing and midwifery focus 

group participants (excluding students) reported they were currently working in.  

  

Figure 4: Nursing and Midwifery: Place of employment 
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More than one fifth (22.0%) of nursing and midwifery participants (excluding students) 

worked in general hospital settings. A similar proportion (20.9%) worked in public health 

/ community care services. Just over one tenth (11.0%) worked in intellectual disability 

services, and a similar proportion (9.9%) worked in care of the elderly services - a 

category which did not include those working in nursing homes (8.8%). An equal 

percentage (6.6%) of nursing and midwifery focus group participants reported that they 

worked in general practice services, mental health services, and maternity hospital 

services. Relatively smaller proportions worked in children’s hospitals (2.2%) or 

psychiatric hospitals (1.1%). “Other” responses included: the prison service, self-

employed midwifery, and a private sports surgery service.  

Figure 5, below, summarises the responses provided by nursing and midwifery 

participants (including students) to the question “What is your highest level of 

education?” The majority (46.6%) had some type of postgraduate qualification. 17.8% 

held a hospital training Certificate, approximately one in ten (11.1%) had completed a 

Diploma course, and 16.7% held a nursing or midwifery Degree.   

  
 
 

Figure 5: Nursing and Midwifery: Education level 
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4.2 Breakdown of Service-User and Stakeholder Focus Groups 

There were twelve participants in the service user focus group: four carers, two parents 

of child service users, and six service users (one maternity service user, two mental health 

service users, two older person service users, and one acute care service user). The 

majority of the participants had used a public general hospital (8/12) or GP services 

(7/12) within the past year. 

There were sixteen participants in the stakeholder organisation focus group. Ten of these 

participants identified themselves as service-user advocates or representatives, two 

identified as providers of information and/or support to service users, and four identified 

as both. A wide range of organisations were represented (some overlap exists between 

group categories), as follows: seven chronic illness specific organisations, one sensory 

disability organisation, one intellectual disability organisation, two organisations with a 

focus on a particular gender, two organisations with a focus on a particular age group, 

one organisation representing the travelling community, one organisation with a focus on 

sexual orientation, one organisation with a focus on race/ethnicity, and two mental 

health related organisations.  

 

4.3 Breakdown of Union Focus Group 
Three representatives from the Irish Nurses and Midwives Organisation (INMO), three 

representatives from the Psychiatric Nursing Association (PNA) and three representatives 

from the Services, Industrial, Professional, and Technical Union (SIPTU) participated. 

 

 

 

 

 

 

 

 

 



23 

 
 

 

These findings represent the feedback gathered from fourteen focus groups carried out 

as an initial phase of consultation on the draft Code of Professional Conduct and Ethics 

for Registered Nurses and Registered Midwives. Nurses, midwives, and key stakeholders 

(service users, families, carers, advocacy groups and patient organisations) participated in 

the focus groups. Feedback was sought on the content and function of the draft Code, as 

well as dissemination, implementation and implications for supplementary guidance.  

 

5.1 Current Code (2000) 
 

Participants were asked about their experience and opinion of the current Code of 

Professional Conduct for Each Nurse and Midwife (2000).  

 

 

5.1.1 Applications of the Current Code (2000) 

In general, the current Code (2000) was reportedly not employed on a regular or day-to-

day basis by nurses and midwives in the workplace. However, all of the groups gave 

feedback on specific situations where the current Code would be used. These included: 

 Training of student nurses and midwives in an academic setting and while on 

clinical placement. 

 Dealing with incidents or dilemmas: filling out incident reports or submitting 

clinical risk forms, referring to for guidance on difficult topics such as staff conflict 

and confidentiality breaches. 

 Disciplinary issues and fitness to practice hearings. 

 Scope of practice issues: supporting the nurse or midwife in making safe decisions 

relating to his/her Scope of Practice and in recognising and highlighting his/her 

need to up-skill in a specific area. 

 Reference to or discussion of the Code in policy documents, research reports and 

educational training. 

 Preparation for job interviews. 

5. Findings 
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5.1.2 Appraisal of the Current Code (2000) 

The service-user focus group and three of the nursing and midwifery focus groups 

specifically mentioned that they believed the current Code (2000) was out of date and in 

need of review. 

“It’s not current really I suppose, definitely needed to be enlarged I 
think.” 

[Public Group: Service Users/Families/Carers] 

 

Six of the focus groups noted that the current Code was not specific enough in its 

guidance on many issues; aspects of conduct were covered broadly but the lack of 

detailed information was seen as a drawback and a factor which may encourage 

individuals to apply their own interpretations to the Code. 

“I think there is a vagueness or looseness to the document as well that 
you can get your own interpretation from...”  

                   [Nursing &Midwifery Group: Management/Advanced (A)] 

 

A number of groups identified the layout of the current Code as problematic. In 

particular, it was felt that the absence of headings and a table of contents hindered the 

reader who was attempting to locate content on a specific topic. 

 “The absence of having any table of contents, no headings, so in effect 
you have to read the whole book if you want to identify its reference to 
any particular issue”        

[Nursing & Midwifery Union Group] 

 

Three of the focus groups discussed the length of the current Code. There were mixed 

views on this topic - most participants felt that it was too short, and that it was not 

possible to convey the information required by nurses and midwives in so few words. 

However, some felt that its brevity was an advantage in terms of convenience of use and 

user-friendliness.  

 “,,,it doesn’t get the message across that this is from our governing 
body, it’s a little slip of a thing in my opinion and even  the draft seems a 
much more meatier document.”  

   [Nursing & Midwifery Group: 7 plus years (D)] 
 

“No, it’s just small things are, you know a smaller document is 
convenient, but you have to cover everything...that’s the trade-off isn’t 
it?” 

         [Nursing & Midwifery Group: Student/Recent Graduate (A)] 
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5.2 Draft Code: Focus 
 

The new draft Code has been structured around five key ‘Principles’ which encompass 

the values central to quality nursing and midwifery practice. This is a pronounced 

development relative to the current Code. This change was recognised by all of the focus 

groups. 

“It’s certainly more explanatory and it’s a huge development on this, you 
know you’ve more clarification as to what actually your values within 
the code of conduct are, they are there very clearly” 

    [Nursing & Midwifery Group: 7 plus years (C)] 

 

  

5.2.1 Use of Principles and Values 

The values-focused approach was welcomed by almost all of the focus groups.  

“I’d really welcome the values...they’re making it explicit and I think it’s 
really a strength in it. I think it’s very nice, because sometimes it can be 
just what you should and shouldn’t do, but I like that it’s actually naming 
values.”     

[Public Group: Stakeholder Organisations] 
 

“I mean dignity, respect, confidentiality, accountability, quality; they are 
the things as nurses that we would want. And they are under the 
principles here so from that perspective I feel that they are covered...” 
     [Nursing & Midwifery Group: 2-7 years (B)] 

 

The principles and values selected to form the foundation of the draft Code were 

endorsed by most groups as values of importance in the nursing and midwifery 

professions and were familiar to most participants.  

“Respecting the dignity of the person, I suppose,...the accountability, the 
responsibility that we have to ourselves, to the organisation, to our 
employing body as well. Trust as well, which is kind of a core component 
especially within mental health I suppose, trust, the therapeutic 
alliance... So I mean I find it good in relation to the principles and the 
domains are kind of quite similar to the, the nursing core values that 
we’ve... learnt within our practice”.     

     [Nursing & Midwifery Group: 2-7 years (A)]  
 

“The headings are there, we’re all quite used to seeing these values and 
standards or values and indicators. I think the layout is good.” 

           [Nursing & Midwifery Group: 7 plus years (D)] 

 



26 

“Well between the two codes, like respect and dignity... it is a big part of 
it, like, and it is something that is driven in to you from day one. And it’s 
something that you really do go into as a profession...so I do think that 
they’ve got all the top stuff, you know at the top things right.” 

        [Nursing & Midwifery Group: Student/Recent Graduate (A)] 

 

In particular, there was a positive response from three of the groups regarding the 

inclusion of the Principle, “Collaboration with Others”, and from two of the groups in 

relation to the Principle of “Trust”. These were seen as important aspects of current 

nursing and midwifery practice.  

“I think the principles are fantastic...particularly trust and collaboration 
with others” 

     [Nursing & Midwifery Group: 7 plus years (B)] 
 
“Q. Do you think the new code reflects your values or is there anything 
missing from the new code?” 
“Yeah it does actually. I suppose the shortage of staff, there can be a lot 
of staff conflict on the ward and stuff so it’s good that that 
[Collaboration with Others] was in there.”      

        [Nursing & Midwifery Group: Student/Recent Graduate (B)] 

 

 

5.2.2 Relationship between Principles, Values and Standards of Conduct 

Three groups expressed some concern around how Principle 3, “Quality of Practice”, was 

related to its accompanying values and standards of conduct.  The draft Code currently 

describes this Principle as focused on “safety, competence, kindness, compassion, caring 

and protection from harm”. The groups in question felt that this Principle should focus 

more on the competence and safety aspects of care rather than on kindness. 

“I’m all on for compassion in health care but…competence is a different 
issue.” 

       [Nursing & Midwifery Group: Pilot] 
 

Specifically, two of the groups (both management/advanced groups) felt that listing “You 

must always be kind and compassionate in your practice” as the first Standard of Conduct 

under Principle 3, Quality of Practice, was inappropriate, and that standards of conduct 

relating to safety should be prioritised ahead of this.  

“The prioritisation of standards, for example in Principle Three, the 
Quality of Practice, the first one is we must be kind and compassionate - 
it’s maybe a woolly term as well, you know. What’s kind?...Or how do 
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you audit or manage your staff against kindness?…. Whereas there are 
other standards which are more concrete and tangible” 

                   [Nursing &Midwifery Group: Management/Advanced (A)] 

 

The third group felt that standards of conduct relating to kindness would be better placed 

under Principle 1, “Respect for the Dignity of the Person”, rather than under Principle 3. 

Principle 1 was discussed in detail by the Stakeholder group who felt that the values and 

standards of conduct associated with this Principle made it a broader concept than its 

title might suggest and that perhaps re-naming it might be worth considering in order to 

convey its key messages of dignity, equality, communication, and self-determination.  

 “It seems in relation to what’s put into that section that it really is 
rooted in human rights and maybe the Principle itself should be ‘Respect 
for Human Rights’ and then as part of that there’s respect for dignity, 
respect for autonomy and equality” 

[Public Group: Stakeholder Organisations] 
     

 

5.2.3 Ethical Aspects of the draft Code 

The amalgamation of standards of professional conduct and ethics within the same 

document was discussed in almost all of the groups, whether implicitly or explicitly. The 

intuitive aspect of combining these two components was referenced in six groups and is 

reflected in the quotes below from both novice and advanced nursing and midwifery 

focus groups: 

“Here’s the aspiration and here’s how you do it, you know it’s quite clear 
cut.”            

  [Nursing & Midwifery Group: Student/Recent Graduate (A)] 
 

“Do I hold this value first of all...and yes, if I do, then here’s how I should 
be showing it”          

   [Nursing &Midwifery Group: Management/Advanced (A)] 
 

A member of one group, while speaking about Advanced Care Directives, specifically 

referenced the importance of ethical behaviour in nursing practice. 

“Ethics and morals and that’s...that’s part of being a nurse, of 
maintaining morality and in respecting the patient's will” 

                     [Nursing & Midwifery Group: 2-7 years (A)] 
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Two groups expressed concern around the inclusion of the ethics component, when a 

stand-alone Code of Ethics for nurses and midwives registered in Ireland does not 

currently exist. Both of these groups felt that the ethical aspect of the document needed 

either to be removed or to undergo significant development, although it was 

acknowledged that ultimately marrying both aspects together would be a valuable goal. 

“We don’t have a Code of ethics and it’s not clearly defined in this 
either.” 
“Either there is a separate Code of ethics or they need to develop that.” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

Conflict between the ethics and conduct components was strongly referenced by the 

union group. Discussion in this group centred on the concept that ethical standards are 

automatically pitched at a very high level, whereas a Code of Conduct should represent 

minimum standards or what is “reasonably expected”. In this sense, the amalgamation of 

the two components was seen as problematic, especially in terms of the implications of 

non-compliance with the Code: 

“Ethics are a higher level so if you try to say the value first and then this 
is the conduct we expect, then you're going to have a utopian document 
which I’m not sure then what the legal ramifications, is a breach of that 
Code professional misconduct? And that is of serious concern if it is 
because nurses will never achieve the highest best practice standards, 
they may strive for it but they are not going to achieve it on a daily 
basis.” 

[Nursing & Midwifery Union Group] 

 

In contrast, a management/advanced group felt that the content included in the draft 

Code of Professional Conduct and Ethics did, in fact, represent a minimum and required 

standard for nursing and midwifery practice and that this should be emphasised within 

the document: 

 “I don’t think it is hard hitting enough, in that it’s not saying anywhere, 
you know, this is a minimum standard for nurses’ conduct and there are 
consequences if that’s not maintained.” 

[Nursing & Midwifery Group: Management/Advanced (A)] 
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5.3 Draft Code: Function 
 

The function of the draft Code was discussed at some level in most of the focus groups.  A 

number of groups requested additional information to be included in the document in 

order to clarify the purpose and implications of the draft Code: 

 
Four of the focus groups specifically mentioned that they would like to see more detail on 

the consequences of non-compliance with the Code and the processes involved in dealing 

with non-compliance: 

“..not really clear here what the consequences are, it just says that the 
Board can investigate, but it doesn’t actually make clear what the Board 
can do upon a finding of having not complied with the Code and I think it 
should spell that out.” 

[Public Group: Stakeholder Organisations] 

 

Definitions of a number of key terms seen as central to the use of the Code were 

requested. One group felt there was a need to explore the meaning of “Professional”, 

and another wanted clarity on the term “Accountable”.  Three groups expressed the 

desire to see explanations within the Code around terms relating to non-compliance; e.g. 

“Professional Negligence”, “Fitness to Practice”, and “Professional Misconduct”: 

“Just to determine what you know, types of professional negligence in 
case there’s a claim of professional negligence against you and to 
clarify....what they would mean by professional negligence”  

[Nursing & Midwifery Group: 7 plus years (C)] 

 

Two groups felt the section in the Code relating to the work of the Nursing Board (“What 

does the Board do?”) needed some further work. It was suggested that this section could 

be reworked in order to make it clearer and more specific. The members of one of the 

groups argued that leading with the phrase “Among other things” gave an unprofessional 

feel to this section of the Code.  

 

One group felt that it was important to describe the aim or purpose of the Code in the 

introductory section of the document: 

“It talks about the Board and then it talks about the principles of the 
Code, but not what the Code sets out to do. I think that would be a 
wonderful starting point.”  

[Nursing & Midwifery Group: Management/Advanced (A)] 
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Although this was only mentioned explicitly by one group, the need for the inclusion of 

further information around the aim or scope of the Code receives some support from the 

lack of certainty expressed in three of the other focus groups on this topic. 

“Isn’t this like what it’s really used for, disciplinary matters, what goes to 
court?”   

[Nursing & Midwifery Group: 2-7 years (A)] 
 

“But is that not the Code then, making a less dense version of the Act?”  
“There’s a good question, is the Code the Act, is the Act the Code, are 
they two separate things, are they the same thing, the lines between 
them?”    

[Nursing & Midwifery Group: 7 plus years (A)] 
 

“Saying you must behave in such a way - it’s not telling us how to do it. 
Or maybe it’s not meant to do that?” 

[Nursing & Midwifery Group: 2-7 years (B)]  
 

5.4 Draft Code: Ease of Use 
 

Participants in all groups discussed the draft Code in terms of its ease of use and, in 

particular, the layout and length of the document.  

 

 

5.4.1 Layout 

There was consensus from most of the focus groups that the layout of the draft Code was 

more appealing and practical than that of the current Code. Eleven groups felt that the 

use of headings in the Code made the document clearer to read. Five groups made the 

point that breaking the Code into distinctive sections would make referral on specific 

issues easier for nurses and midwives. 

“It’s better that way because at least it’s under headings...you can go to 
whatever part you need to go as opposed to this [current Code] where 
it’s just all in blocks.” 

[Nursing & Midwifery Group: 2-7 years (B)]  

 

Three groups felt that the Code needed to be divided up further, with added headings or 

sub-headings, in order to make it a useful reference tool for nurses and midwives.  
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“There should be about 8 principles because there’s, you know, what I’m 
expecting under prevention and accountability actually is under another 
section.” 

[Nursing & Midwifery Group: 7 plus years (A)] 
 

The use of broad ethical principles to structure the layout of the Code, rather than 

employing more specific topic-style headings, was specifically pointed to as a difficulty in 

this regard by two of the groups.   

“If I have a query or something, like what am I worrying about first of all 
is it ‘Quality of Care’, is it ‘Collaboration with Others’ is it ‘Trust’ and 
then you have to trawl through all that to find…I’m just more confused 
than when I started off probably I think. 

[Nursing & Midwifery Group: 7 plus years (C)] 
 

I think that’s reflected throughout the rest of the code because if you're 
trying to confine something into a principle, then you’ve already 
restricted yourself with what you’re going to do 

      [Nursing & Midwifery Union Group] 

 

This point seemed particularly relevant to Principle 2, “Professional Responsibility and 

Accountability”, which was described by two of the groups as being long and unwieldy. As 

a management/advanced group pointed out, this stems from the fact that responsibility 

and accountability are the key foundations of any code of conduct and ethics, and are 

“what the code of practice is all about”. In other words, many, or most, of the standards 

of conduct included in the Code could reasonably be slotted under this broad heading. 

Indeed, two groups actually recommended moving specific standards of conduct from 

Principle 5 (responsibility to report unsafe conduct; responsibility to teach, supervise and 

assess students) to Principle 2. The broad nature of Principle 2 as a heading could 

potentially reduce ease of referral for the nurse or midwife who is searching for guidance 

in the Code on a specific topic.  

“I think, with regards to principle two, it’s very long, very wordy, I can’t 
see people reading it.” 

[Nursing & Midwifery Group: Management/Advanced (A)] 

 

Finally, two groups pointed out that the list of the five Principles in the section “What 

does the Code contain?” does not match the order of the Principles as they are presented 

in the body of the document. 
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5.4.2 Length 

The draft Code is substantially longer than the current Code. There was some 

disagreement across and within the focus groups regarding the positives and negatives of 

this change. In three of the groups, comments were made that the increased length was a 

necessary trade-off in order to produce a comprehensive document. Individuals in two 

further groups felt that, although the draft Code was longer, its ‘reader-friendliness’ did 

not suffer as a result since its lay out had improved. 

“It’s more complex than the original one and...you know, people say 
keep it simple and short, but obviously you couldn't keep this simple, you 
have to go through every eventuality and principles are a lot more 
extensive.” 

[Nursing & Midwifery Group: 7 plus years (B)] 

 

 There were comments made in six of the groups that the draft Code was too long. It was 

felt that condensing the Code to some degree would make for an easier and less off-

putting read and would prevent important points from being lost. There were also 

comments made in seven of the groups regarding repetition within the Code. Three 

groups pointed to the incorporation of both Values and Standards of Conduct into the 

body of the Code as the reason for these unwanted duplications. 

“I think it’s more comprehensive than the other one, it’s nearly gone the 
other extreme, too much information. Some information I’m getting lost 
I think if there’s too much you know, it puts people off.” 

[Nursing & Midwifery Group: 7 plus years (C)] 
 

5.5 Draft Code: Language 
 

 

5.5.1 Level 

The draft Code has been reviewed by the National Adult Literacy Agency’s ‘Plain English’ 

editing and training service. In general, the Code was considered “reader-friendly”. Ten of 

the focus groups specifically mentioned that the language used within the Code was 

simple, straightforward, and easy to understand. This was highlighted as a positive within 

eight of these groups: 

“Yeah it’s reader friendly; it’s not too wordy....Which is nice” 
[Nursing & Midwifery Group: 2-7 years (A)]  
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You haven’t got to get a dictionary to get out what does that mean. So I 
think the language is easy to understand for simple people like myself”    

     [Nursing & Midwifery Group: 7 plus years (C)] 
 

“Yeah I would have found it easy; it was easy to read, yeah.” 
[Public Group: Service Users/Families/Carers] 

 

 However, two groups felt the language in the Code was overly-simplified and lacked 

“finesse”. They suggested that the style of writing used was inappropriate in a document 

meant for a professional body and expressed concern regarding the implications of “lay” 

language in terms of the legal aspects of the document.  

“Reading this is actually easy enough so I’m just wondering how much 
legality has actually gone into all of this.” 

[Nursing & Midwifery Group: 7 plus years (A)] 
 

“It’s almost like the wording is slightly childish in some ways, it’s trying 
to encompass something but at the same time, to me, it’s diminishing 
what the real focus of it is supposed to be.” 

[Nursing & Midwifery Union Group] 

 

While one focus group felt a “simple” approach was essential in order to ensure that 

members of the public could read and understand the Code, another group disagreed 

and recommended that producing a separate document for the public would be more 

appropriate. 

“And the thing is it’s a public document, you want the public to be able 
to understand it like. It makes more sense, keep the language simple.” 

[Nursing & Midwifery Group: Management/Advanced (B)] 
 

“We’re trying to put those two into the same document and I genuinely 
don’t think that would work. There needs to be one, I think the initial 
document should be for nurses and midwives and then an explanatory 
note for the public which reflects that but it doesn’t, you know, it won’t 
be used against a nurse in a court or in a fitness to practice scenario.” 

[Nursing & Midwifery Union Group] 

 
 
 
5.5.2 Expression of Obligation 

Perhaps unsurprisingly, a divergence of opinion was clear between management / 

advanced focus groups and staff nurse / midwife / student focus groups on the topic of 

the language used to express obligation within the Code. The use of the word “must” was 

perceived by four of the staff level and student groups as “authoritarian”, unrealistic, or 
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over-used within the Code. Many of the groups suggested that in some areas it would be 

more appropriate to use an alternative phrase, such as “you are expected to”, or to add 

qualifiers, e.g. “to the best of your ability”, “strive to”, “within your scope of practice”. 

“There’s times you don’t have the resources to be able to provide the 
‘you must’.” 
“But it’s treating you like a school child, you know? If we are 
professionals then don’t tell us, ‘you must do something.’” 

[Nursing & Midwifery Group: 2-7 years (B)]  
 

“I know it’s a code of conduct, you have to have a certain responsibility 
and accountability, but the “must” is probably over-used” 

[Nursing & Midwifery Group: 7 plus years (B)] 

 

In contrast, both of the management/advanced groups felt that the lack of ambiguity 

associated with the term “must” was necessary, that it should be consistent throughout 

the document, and that less directive phrases such as “must make an effort to” were 

insufficient. Similarly, the service-user group also felt that the use of the more direct term 

“must” was appropriate in many cases within the context of the Code. The stakeholder 

group disliked the use of the qualifying phrase, “where appropriate”, in Principle 4, 

Standard of Conduct 5: “Where appropriate, you must tell service users if you intend to 

share confidential information about them with healthcare professionals who are outside 

the immediate care team”. 

And I suppose what directs the nurse really is the standard and it’s, it’s 
very pointed, it’s very clear. You must, you must, you know. There is no 
ambiguity about it and especially in this day and age, I think that is 
required, it has to be directive. 

[Nursing & Midwifery Group: Management/Advanced (A)] 
 

“I think that parts of it, particularly the informed consent, it’s too weak, 
the language is way too weak. Other parts I think are excellent where it 
says, you know, ‘you must, you must’” 

[Public Group: Service Users/Families/Carers] 
 

“If somebody makes a declaration of intent to self-harm or harm 
another you have to tell somebody else and you need to have discussed 
that with the person beforehand, so I think there are issues around 
confidentiality that maybe needs to be teased out a little bit more here, 
because the “as appropriate” is a bit of a catch-all.” 

[Public Group: Stakeholder Organisations] 
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5.5.3 Service User 

The term “patient”, used in the current Code, has been replaced with “service user” in 

the new draft Code. Six of the nursing and midwifery groups expressed their dislike of the 

term “service user”. The adjectives “cold”, “derogatory”, and “detached” were employed 

to describe it. Despite their personal feelings about the term, four of the six groups 

acknowledged the benefits of retaining “service user” in the new Code, i.e. the 

inclusiveness of the term, and its implicit association with the concept of healthcare 

users’ rights. However, the same four groups were concerned that the use of “service-

user” throughout the Code could potentially cause some confusion because of its 

widespread association with the fields of Intellectual Disability and Psychiatry. 

“Yeah, because, yeah, the service user, and I said before, it kind of, it fits 
under the mental health bracket, and I suppose a lot of people, like 
myself, reading that from a mental health point of view are just thinking 
service users, mental health users.” 

[Nursing & Midwifery Group: 2-7 years (A)]  

 

Four groups, including the stakeholder organisation group, were unsatisfied with the 

definition of service user (“patients, clients, carers, families, guardians, groups who 

represent the interests of people who use services”) provided in the Code’s glossary. It 

was pointed out that this definition was too broad to actually be applied right throughout 

the Code, e.g. relating to issues of confidentiality or decision-making.  

“that definition cannot actually apply throughout the document, if you 
look for instance at where it says you must support and defend the right 
of each service user to make his or her healthcare decisions, that clearly 
only refers to the individual concerned in the patient, whereas this 
includes patients, clients, carers, families and guardians, that there’s a 
confusion there.” 

[Public Group: Stakeholder Organisations] 
 

5.6 Draft Code: Inclusiveness 
 
The target audience of the Code was discussed in all but one of the focus groups. All 

registered nurses and registered midwives are required to comply with the Code. Nurses 

and midwives work in a wide variety of settings with a broad spectrum of clients / 

patients and have varied duties, levels of expertise, and specialities. The ability of the 
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Code to be a “one-size-fits-all” document was referenced in almost all of the focus 

groups. The key issues that emerged are briefly discussed: 

 

 

5.6.1 Community Nursing and Midwifery 

 Three of the groups felt that the current Code represented an improvement in terms of 

representing nurses and midwives working in the community (e.g. general practice 

nurses, public health nurses) who often work more autonomously than their 

counterparts in the acute sector. The idea that the Code should strive to meet community 

nursing and midwifery needs was referenced in five of the focus groups. 

“Say as a public health nurse, I’d very much agree with that, definitely I 
feel it gives you better insight and guidance for our practice in a more 
generic way as opposed to the old document.” 

[Nursing & Midwifery Group: 7 plus years (A)] 

 

 

5.6.2 Nursing Service-Users with Diminished Capacity 

The care of the individual with diminished capacity was a key area of discussion across 

many of the focus groups. In relation to the inclusiveness of the Code, six groups felt that 

the guidance provided in the Code around consent and the right to refuse care would 

need to be developed to reflect the reality of nursing practice in the fields of Psychiatry, 

Disability and/or Care of the Elderly services (see also Code: Ethical Issues for further 

detail). 

“it says here before providing nursing and midwifery care you should get 
the consent of the service users, now 11% of all admissions in mental 
health are compulsory admissions, these are people who don’t believe 
they should be hospitalised..........’you must support and defend the right 
including to refuse care’ - we can’t do that, that would be illegal.” 

     [Nursing & Midwifery Union Group] 
 

 

5.6.3 Advanced Level Nursing and Midwifery 

Five of the focus groups raised the point that some nurses and midwives work in 

extended roles, e.g. Advanced Nurse/Midwife Practitioners work within a different scope 

to staff nurses or midwives. All five groups expressed concern that the current draft Code 
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did not explicitly acknowledge the practice of these nurses and midwives. 

“There are differing expertise within nursing I think it’s important to 
identify that or, or clarify that within the document somewhere that we 
have advanced practitioners, that we have nurse prescribers.....and that 
their responsibility is greater than a staff nurse” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

 

5.6.4 Novice Level Nursing and Midwifery 

Two of the nursing and midwifery groups (both with  seven or more years of experience) 

felt that the increased detail in the draft Code (in comparison to the current Code) might 

prove to be particularly useful to students or relatively inexperienced nurses and 

midwives who might be in need of extra guidance. This theory was supported by 

feedback from the student/recent graduate focus groups: 

“I’ve never seen it before but I think if someone had handed me this new 
draft the night before I went on my first placement, I would have felt so 
much more equipped.” 

[Nursing & Midwifery Group: Student/Recent Graduate (A)] 
 

5.7 Draft Code: Comprehensiveness 
 
In general, most groups felt the draft Code represented an improvement from the 

current Code in terms of the amount of information it provides to the reader. Nine of the 

focus groups agreed that it was a more comprehensive document that would provide 

more extensive guidance to the nurse or midwife.  

“Well, the first Code, I think a lot of it could be left up to somebody’s 
individual interpretation, but this is more comprehensive and it states 
down the facts. So you know, if something does arise, you can refer it 
back” 

[Public Group: Stakeholder Organisations] 
 

“It’s a better resource to go to if you want to have a question answered 
before you go to the next level” 

[Nursing & Midwifery Group: 7 plus years (D)] 

 

Positive feedback relating to the use of the more comprehensive draft Code as a 

management resource (e.g. discussing issues with staff, feeding into the development 
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of improvement plans and policy) was given by a number of groups, including both of 

the management/advanced groups.  

“This, in terms of generating an improvement plan for somebody, 
would certainly help you to be more specific around where there 
are difficulties and issues.” 

[Nursing & Midwifery Group: Management/Advanced (A)] 

 

The issues covered in the Code were, in general, seen as important and relevant to 

the nursing and midwifery professions.  

“There’s a lot of stuff in here that’s doing day to day stuff, and we’re 
seeing, kind of, it’s to safeguard us and it’s to safeguard the patient and 
that’s what it’s all about, it’s our like, you can still refer back to and 
you’re safe if you comply with everything and you’re working effectively 
and safely. You’re providing a good care.” 

[Nursing & Midwifery Group: 2-7 years (A)] 

 

However, over the course of the consultation process a number of topics were raised that 

participants felt should be added to the Code or emphasised to a greater degree within 

the Code. The issues that were highlighted during the consultation process are discussed 

below:  

 

 

5.7.1 Communication and Relationships 

The relationship the nurse or midwife has with the service-user and his or her family or 

carer was highlighted as central to nursing and midwifery care by both of the public focus 

groups and by one of the management/advanced nursing and midwifery groups. 

“These Codes, no matter how good they are and how, we’ll say, 
watertight they are in each area, it really comes down to the nurses and 
their relationship with the patient or the carers, it really comes down to 
that.” 

[Public Group: Service Users/Families/Carers] 
 

“It doesn’t mention the core part of nursing is around the building of 
relationships”. 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

All three groups felt that the Code should emphasise the requirement for nurses and 

midwives to communicate professionally and clearly with service users and their families 
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and carers. In particular, both public focus groups highlighted the need for nurses and 

midwives to really listen to the service-user and/or their families and carers, and to 

ensure that they communicated with them in a way that they could understand, and in a 

manner consistent with the Code’s values. 

“I think naming listening itself as something that has to, you know, the 
nurses need to make all efforts to listen to what service users are saying 
to them, to value what they’re hearing and to respect service users’ 
views, that would be a very positive addition to the Code.” 

[Public Group: Stakeholder Organisations] 
 

“Maybe there should be a part in this about respect for the carer and 
the carer’s understanding of the person because the carer would be the 
expert in the person, may not be the expert in medicine, but be expert in 
that person so...they’ve a lot to give.” 

[Public Group: Service Users/Families/Carers] 

 

 

5.7.2 Reporting Unsafe Conduct 

Nine focus groups commented on Standard of Conduct 3 in Principle 5, “Collaboration 

with Others”, which deals with reporting conduct that affects the safety of service users 

or colleagues. Two groups felt that this was a critical issue, and that this piece of guidance 

should be moved to Principle 2, “Professional Responsibility and Accountability”, in order 

to convey its importance to the reader.  

“I think that may belong in principle two rather than there because you 
know how, if you’re acting ethically, in principle two is professional 
responsibility and accountability, you know, where it’s left with 
collaboration with others, it’s not as strong as where it’s a professional 
responsibility to.” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

Two groups expressed some concern over the wording used in the draft Code to explain 

where to report unsafe conduct: “report the conduct to your manager, employer and, if 

necessary, the relevant regulatory body”. One group felt that interpretation of this 

guidance could result in a large volume of issues being unnecessarily brought to the 

attention of the Nursing Board instead of being dealt with on-site. The second group felt 

that the phrase, “if necessary”, was unclear and that “if appropriate” or “if mandatory” 

should be used instead, in order to reflect the specific circumstances when conduct 

would be reported to a regulatory body. 
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 Five groups agreed that the Code should be clear that nurses or midwives who report 

unsafe conduct will be supported in their actions. The difficulties around “whistle-

blowing” were discussed and it was argued that, because the consequences could be very 

damaging, it was important to communicate and support the idea that individuals who 

report colleagues will be safeguarded. 

“Whistle blowing....think it needs to, we need to be nurses supporting 
nurses much more. And building a platform to support and protect 
nurses, I don’t know how the words would fit but I would feel very 
strongly about that, that that should come through in our Code.” 

     [Nursing & Midwifery Group: 7 plus years (C)] 

 

 

5.7.3 Non-Discriminatory Care 

Two of the focus groups felt that, in relation to Principle 1, “Respect for the Dignity of the 

Person”, the Code should be more detailed and hard-hitting in how it expressed the 

importance of non-discriminatory nursing and midwifery care.  

“I really think that Principle 1 doesn’t still really get that message across, 
that as a nurse we have to exercise an absence of prejudice in every 
incidence.” 

[Nursing & Midwifery Group: 7 plus years (D)] 

 

The stakeholder organisation group, suggested that “respect”, as an ideal, was not 

enough; “respect, protect and fulfil” was proposed as a more appropriate human rights 

framework, and emphasis was placed on the idea that service-users’ beliefs and cultures 

should be valued, not just respected. 

“Particularly because it probably goes further than respect...like in the 
Human Rights law that would be respect, protect and fulfil, right. So 
they actually have to fulfil people’s right not to be discriminated against 
by providing reasonable accommodation and in particular I think in 
relation to the Capacity legislation and the UN Convention on the Rights 
of Persons with Disabilities”. 

[Public Group: Stakeholder Organisations] 

 

 Two groups, a nursing group and a public group, questioned the inclusion of the standard 

of conduct relating to conscientious objection. There was some concern that the lack of 

specificity on this point would lead to misuse of this right by those with prejudices against 

certain groups of service users. 
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“It doesn’t fit with the values that you’re non-judgemental and non-
discriminatory and respectful.” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

 

5.7.4 Confidentiality 

Confidentiality was highlighted as a very important aspect of current nursing and 

midwifery practice. Four of the focus groups felt that confidentiality was not given 

enough prominence in the draft Code. One group suggested renaming Principle 4, 

“Trust”, to “Trust and Confidentiality”; another group felt that confidentiality could 

support a separate Principle in its own right. 

 

The influence of technology on confidentiality was an issue that cropped up at almost all 

of the focus groups. Nine of the groups made reference to the fact that, increasingly, 

medical records are now stored and/or sent electronically and that a reference to this 

practice, and the potential risks involved, should be included in the Code. 

“I think maybe something should be mentioned about the Code and the 
use of confidentiality and information sharing on IT services. Because I 
see more and more stuff coming through from other health 
professionals which I was quite surprised to see coming across. You 
know, it’s marked private and confidential but I mean most of the health 
centres, everybody knows the password” 

     [Nursing & Midwifery Group: 7 plus years (B)] 

 

Five groups also specifically referenced the increasing use of social media platforms by 

nurses, midwives and service-users as growing issue from their perspective, and one 

which perhaps deserved a mention in the Code. 

“I suppose we’re moving into a whole new realm of social media and I 
know from practice myself where patients’ names have been mentioned 
on kind of the likes of Twitter and Facebook and stuff like that, which is 
a pure breach, so I think that probably needs to be kind of put in”     

[Nursing & Midwifery Group: 2-7 years (A)]  

 

 

5.7.5 Teaching and Assessing 

Three groups (one student/recent graduate group and two management/advanced 

groups) felt that the Code needed more emphasis on the obligations of nurses and 
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midwives to supervise, teach and assess students. Further reinforcement within the Code 

of the importance of this role was seen as necessary. The management/advanced group 

suggested moving this standard of conduct to Principle 2, “Professional Responsibility and 

Accountability”, in order to strengthen its impact, and the student/recent graduate group 

felt that it needed to be pulled out under a separate heading within the Code. 

“The words responsibility and accountability, it underpins the whole 
practice that we bring along younger colleagues” 

[Nursing & Midwifery Group: Management/Advanced (B)] 
 

“A lot of them [staff nurses] don’t understand that that’s part of the 
role...they have to put that in, I think a separate heading is, because it’s 
part, it’s a major part of the role, to train the junior members of staff.” 

[Nursing & Midwifery Group: Student/Recent Graduate (A)] 

 

 

5.7.6 Evidence-Based Information 

Both of the public focus groups felt strongly that the need for nurses and midwives to 

use, and provide, evidence-based, unbiased, and up-to-date information was an issue 

that required further emphasis within the Code. 

“In the giving honest information, I would like to see ‘honest, truthful 
and balanced information’ there so that there’s a commitment to the 
pros and cons, risks and benefits of anything in terms of providing the 
information” 

[Public Group: Stakeholder Organisations] 

 

“It says ‘use evidence based knowledge’ and I think it should be ‘must 
use evidence based knowledge’, so I think it needs to be more specific in 
areas that are critical to people’s, you know, health.” 

[Public Group: Service-Users/Families/Carers] 

 

 

5.7.7 Disclosure in Court 

The current Code (2000) provides guidance to nurses and midwives who are called to give 

evidence in court. The service user focus group queried why this guidance was omitted 

from the new draft Code. Three of the nursing and midwifery groups felt that this 

information should be included in the draft Code in order to benefit both staff and 

members of the public. 
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“I don’t think it says it here explicitly in this new draft but I do think that 
that would be important...that patients who pick this up, you know, not 
just nurses...the public are going to read this, that they know that in a 
court of law, as I’ve unfortunately had the opportunity to be in many 
years ago, that you are there and you have to disclose information.” 

[Nursing & Midwifery Group: 7 plus years (D)] 

 
 

5.7.8 Dignity and Death 

The current Code (2000) makes specific reference to the nurse’s responsibility to ensure 

that service-users are allowed to die with dignity. Three of the focus groups felt that this 

piece should be carried through to the draft Code. 

“I’m wondering should something on end of life care be included in that 
section [Principle 1], because in our, in our constitution it does say that 
people have the right to a dignified death, and that maybe should be 
reflected in, in that part”  

[Public Group: Stakeholder Organisations] 

 

 

5.7.9 Documentation 

Five of the focus groups felt that a specific reference to the importance of good practice 

in documentation and record keeping should be addressed in the current Code. 

“We actually need something much more specific about documentation 
and records on people because it’s what you’ll be called on to produce in 
the event there is any... I know An Bord Altranais have guidelines around 
documentation and record-keeping, which again I think should be 
referenced” 

[Nursing & Midwifery Group: Management/Advanced (A)] 

 

 

5.7.10 Research 

In contrast to the current Code (2000), the draft Code does not currently include any 

specific reference to the undertaking of research. Four of the focus groups felt that this 

was an important issue that should be carried through from the current Code to the new 

Code. 

“They don’t seem to have anything in about the research now in this, 
this document you know, your responsibility in regard to ethical, 
considerations and research and I think that’s very important because 
no matter what course you’re doing, you’re expected to provide a 
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research document in it, and you, I certainly had to refer back to this 
*Current Code+ and I don’t see anything in this *Draft Code+” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

 

5.7.11 Registration with the Nursing Board  

Three groups mentioned the fact that there was no reference within the draft Code to 

the legal requirement for nurses and midwives to register with the Nursing Board and 

keep their registration up to date. 

“But it’s, it also doesn’t mention that you have to be registered...and 
then it’s your personal responsibility to ensure that your name is on the 
live register.” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

 

5.7.12 Respect for the Nurse or Midwife 

Five of the focus groups, including the service user group, discussed the need for 

respect to be shown to nurses and midwives in their practice by members of the 

public. 

“Also now, I have to say, the nurses have to be respected by the, you 
know, by....” 
“Families and by carers” 

[Public Group: Service-Users/Families/Carers] 

 

Three of the nursing and midwifery groups suggested that the Code should reflect this 

right to be respected in some way. 

“You are already overworked and maybe have circumstances at home 
where you have difficulties and then come in to work and you are 
physically and psychologically abused on top of that, and maybe by a 
relative as well. I don’t know whether there’s anything in this Code to 
protect you” 

[Nursing & Midwifery Group: 7 plus years (B)] 
 

“Yes the standards of conduct in practice follow from the ethical values 
and show the attitudes and behaviours that members of the public have 
the right to expect from nurses.  So really there should be, you know an 
equal thing as to, you know what level, how we’re expected to be 
treated.” 

[Nursing & Midwifery Group: 7 plus years (A)] 
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5.8 Draft Code: Accountability 
 
The examination of the draft Code through the prism of the current health service crisis 

was a characteristic of each and every focus group undertaken. One of the strongest 

themes that emerged from analysis of the transcriptions was the lack of control the 

individual nurse or midwife has over important aspects of his/her environment and 

professional development, due to financial pressures, the unavailability of resources, and 

the diminishing numbers of front-line staff. Overall, the feeling in the majority of the 

nursing and midwifery groups was that the resources to support nurses in complying with 

certain aspects of the Code were unavailable, and that the nurse should not be held 

accountable for unrealistic or undeliverable requirements of the Code. 

“Every day of the week a nurse is meeting resistance from the 
professional Code and from the management grades because of the 
various problems in the health service...Where finance is more 
important than any element of professional care. So when you make 
your argument on the professional care and competence you want a 
document that backs you up, this doesn’t.” 

[Nursing & Midwifery Union Group] 
 

“No. 3 there on standards and conduct, you are responsible and 
accountable for your decisions and actions.  I suppose very often in a 
work situation where there is, where we are short staffed and that, and 
sometimes you are landed with a workload that is not possible to 
cover…I suppose I'm just raising the question - you can’t be responsible 
for control over it.” 

[Nursing & Midwifery Group: 2-7 years (B)]  

 

This key theme is further expanded under the headings below; the relevant standard(s) of 

conduct from the draft Code are listed beneath each heading. 

 

 

5.8.1 Patient Safety 

 You must report any safety concerns you have about your practice environment and 

seek solutions through appropriate lines of authority. 

 You must help set practice standards and create practice environments that promote 

a culture of safety and quality.  
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 You are responsible and accountable for your decisions and actions (including 

inactions and omissions).  

The majority of focus groups queried the accountability of the individual nurse or midwife 

in ensuring the safety of the environment for patients, considering the constraints 

currently in place and the pressures faced by staff on the ground. 

 “We’re supposed to be responsible for the patient’s safety but a lot of it 
is out of our control with environmental issues, and I think that has to be 
sort of, tightened up or tweaked a bit better.... you’re under a lot of 
pressure, you’re trying to work within your scope of practice...and some 
of the constraints put upon us by management and finances means that 
a lot of it is totally out of our control...it’s dangerous sometimes.” 

[Nursing & Midwifery Group: 2-7 years (A)]  

 

The worsening ratio of nurses or midwives to patients, due to the moratorium on new 

staff, was referenced by six of the groups. This change was emphasised as having a 

negative impact on the ability of nurses and midwives to control the safety of their 

environment and to meet service-users’ needs. It was felt that the Code should reflect 

this situation by being less prescriptive in certain areas, perhaps by adding qualifying 

phrases to some standards of conduct, such as: “as far as reasonably possible” or “to the 

best of your ability with the resources available”. 

“I think there should be some reference to that because decisions are 
made, you know, in terms of work allocation, which are totally out of 
our control.”   
“Something just to qualify the fact that, okay you can raise your 
concerns, but you can’t be responsible for what you have no control 
over.” 

[Nursing & Midwifery Group: 7 plus years (B)] 

 

The impact of under-staffing on the quality of care a nurse or midwife can be expected to 

provide was discussed frequently. The pressure of working in the current healthcare 

environment was perceived as significantly affecting the ability of the nurse to comply 

with the Code in full and provide high standards of service. 

“It’s just the care you can give...it’s not what we are trained to do, we 
train to give better quality of care” 

[Nursing & Midwifery Group: 2-7 years (B)]  
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Frustration was expressed in four of the focus groups around the lack of action taken 

over safety issues reported to management. It was agreed that, although unsafe 

staffing levels and care settings could (and should) be reported by the individual nurse 

to management, in many cases, no improvement resulted from this action. The 

accountability of the individual nurse in terms of the Code’s instructions to “make 

sure the work environment is safe” or “report.....and seek solutions” was questioned, 

and the desire for an acknowledgement within the Code of the responsibility of 

employers and higher-level management in addressing these issues was emphasised. 

“I’ve arguments with business managers every day because I am saying, 
as a senior nurse, you know, to make it safe I need, you know, eight 
nurses. And they’re saying no, you can only have four...so how do I make 
sure that the work environment is safe?” 

[Nursing & Midwifery Group: Management/Advanced (B)] 

 

 

5.8.2 Professional Development 

 You must keep your knowledge and skills up-to-date by taking part in relevant 

continuing professional education. 

Eleven of the focus groups discussed the difficulties currently faced by nurses and 

midwives in keeping their knowledge and skills up-to-date. Specifically, staff shortages 

and financial limitations appear to have severely curtailed the likelihood of a nurse or 

midwife being released to attend training or education events – even in the case of 

mandatory courses such as hand-washing and manual handling.  

“The bit about keeping up with their education...a lot of the nurses 
haven’t time because there’s nurses retiring and they aren’t being 
replaced” 

[Public Group: Service-Users/Families/Carers] 

 

In general, it was felt that the requirement to partake in continuing professional 

development was addressed in a “woolly” or open-ended manner within the Code. This 

lack of direction was a matter of concern and/or confusion for many groups, especially 

because the topic is addressed under Principle 2, “Professional Responsibility and 

Accountability”. Again, the issue of referencing the responsibility of employers within the 

Code was raised. 
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 “if there was some sort of a proviso added in to say that regard must be 
given to say support from employers, you know in the event of an 
employee, you know being taken on competence, you know due to lack 
of training, I don’t believe they should be solely held responsible, you 
know in their own right, should be some regard to what had been 
offered to them” 

[Nursing & Midwifery Group: 2-7 years   
 

5.8.3 Delegation 

 You are accountable for your decision to delegate a nursing or midwifery task to 

someone else. You must make sure that the task is appropriate and that the person 

has the education training and support to carry it out. 

 If you delegate tasks or roles, you must provide comprehensive and effective 

assessment and planning, communication, monitoring and supervision, and 

evaluation and feedback. 

The increased use of temporary and agency staff, particularly within the HSE, to fill gaps 

in service delivery was cited by five groups as a factor influencing the ability of the 

individual nurse or midwife to comply with the Code in day-to-day practice. Standards of 

conduct relating to delegation were discussed as particularly problematic areas of the 

Code; the skill level or competency of new staff was perceived to be a particularly difficult 

element to gauge.  

“Your ability to actually determine their competency, that’s actually 
going to be quite a challenging one” 

[Nursing & Midwifery Group: Management/Advanced (A)] 

 

In addition, the Standard of Conduct laid out in the Code which describes the duties 

required of the delegator was seen as unrealistic in the current environment by a number 

of groups. 

“You wouldn't be in a position to provide comprehensive and effective 
assessment, planning, communication, monitoring and supervision, 
evaluate and feedback. You wouldn't be physically able to do that.” 

 [Nursing & Midwifery Group: 7 plus years (B)] 

 

 

5.8.4 Gifts and Favours 

 There may be situations that service users want to give a gift or favour. You must 
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consider in accepting it that it does not cause a conflict of interest. 

 You must not accept any gifts or favours from service users that could 

reasonably give the impression that you are providing special treatment 

 You must not ask for or accept loans of money from service users. 

 You must not accept gifts or favours from health care companies, suppliers or 

pharmaceutical companies as others might see this as influencing your professional 

judgment or integrity. 

Five groups discussed the idea that the Code’s guidance around acceptance of gifts or 

favours from healthcare companies, suppliers, or pharmaceutical companies did not 

reflect reality. Participants in each of these groups described how they (and their 

employers) were, in many cases, reliant on these companies to provide equipment, 

patient information literature, and educational opportunities, and that this was not an 

issue that the individual nurse could control or address without being left with limited or 

no resources in some areas as a consequence. 

“I don’t think its practical, it’s not even kind of like product placement, 
it’s actually depended upon, like we wouldn’t have all the resources that 
we need and it’s a HSE issue, doesn’t really have a placement here, it 
kind of like diminishes the reliability of this [the draft Code]. Because say 
I read this and I went on the ward and saw drug names everywhere, I’d 
be like oh but no one really listens to that.” 

[Nursing & Midwifery Group: Student/Recent Graduate (A)] 

 

However, a member of the stakeholder group specifically advocated retaining this 

standard of conduct as it stands in the draft Code: 

“I think there’s also a real risk area for patients in the fact that nursing 
education would be depending on pharmaceutical companies, so I 
would, I would be advocating retaining number 13 as it stands...The only 
way to get the money from elsewhere is to make it no longer tenable for 
it to be done in the way that it is.” 

[Public Group: Stakeholder Organisations] 

 

Three groups felt that the draft Code currently contained too many standards of conduct 

relating to gifts, favours and loans, and that these could be condensed in the interests of 

producing a more concise document. Potential ways to do this included making reference 

to the fraud policy of employers or using the phrase “of monetary value” when discussing 

gifts or favours given by service users.  
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5.9 Draft Code: Context 
 
All of the focus groups referenced the concept of the Code as very much part of a wider 

domain of currently existing legislation, guidance and policy. Six groups expressed an 

interest in the background to the development of the draft Code, particularly relating to 

how the five Principles were chosen, and whether other international nursing and 

midwifery Codes were examined in the creation of the draft document. Three groups felt 

that providing some information (or a reference to information) on the development 

process would be beneficial for users of the Code. 

“You'd like to see references about ethics and about Codes and stuff, 
where are they getting this from. So at the end of it is okay refer to if I 
want further reading to go down the line and you know where do they 
get this from?  Can I read it and see where, it’s not telling me, I know its 
referring to the Act but you know there’s more information, what do 
they base all this stuff on?”  

[Nursing & Midwifery Group: 2-7 years (B)] 

 

 A key theme emerging across the majority of the focus groups was the desire to see 

references throughout the Code to relevant legislation, guidance and/or policy. These 

were seen as key to nursing and midwifery practice and there was strong agreement that 

they should be tied into the overall Code.  

“So we should be clear of all the legal documents and guidelines and 
frameworks they’ve out there, they should state them, we should be 
familiar with them as part of our training... All of those previous 
documents and legal frameworks and all the rest should be tied together 
with an overall Code.” 

[Nursing & Midwifery Group: 7 plus years (A)] 

 

Most of the groups wanted to see an explicit list of relevant legislation and guidance, or a 

“referral guide” where further information could be found. Legislation impacting on 

nursing and midwifery practice was viewed as very important in governing what nurses 

and midwives do. One group specifically raised the issue that, without reference to the 

legislation of the State, the Code cannot provide sufficient guidance to nurses coming to 

work in Ireland from overseas. Recommendations on how to incorporate this information 

were split between locating it at the end of the Code (alongside the Glossary section), or 

stipulating it right from the start, in the introductory section of the document.  
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“There could be something in the beginning that references it to the rest 
of the framework documents within An Bord Altranais, which says to a 
nurse: this is your professional Code of conduct but must be read in 
conjunction with...”  

[Nursing & Midwifery Group: Management/Advanced (A)] 
 

“The last page should be the referral guide or way to find further 
information.” 

[Nursing & Midwifery Group: Student/Recent Graduate (B)] 

 

Some concern was expressed in four of the groups that including specific references to 

legislation and guidance documents would “date” the Code since this information was 

liable to change, and new legislation or guidance could potentially emerge. The 

suggestion that a more general statement on complying with all legislative requirements 

would prevent the need for the Code to be reviewed regularly was mentioned in two of 

the groups. However, one of these groups alternatively suggested providing a disclaimer-

style statement in the Code’s reference list e.g. “this is not an exhaustive list”. Another 

group expressed the opinion that the need for regular review and update should, in fact, 

be seen as a positive consequence of including specific references to key policy/guidance 

external to the Code. Suggested inclusions are discussed below: 

 

 

5.9.1 Equal Status Acts 

Five focus groups queried the specific reference to “membership of the travelling 

community” under Principle 1, Value 5, and wondered why this particular group had been 

singled out. When informed that the nine listed domains come from the Equal Status 

Acts, three of the groups recommended referencing the Acts in this section so that 

readers understand that the domains have been taken directly from this legislation. A 

member of the stakeholder group pointed out that “marital status” has now been 

changed to “civil status” within the Acts. Three groups expressed dissatisfaction with the 

fact that the phrase “and any other personal characteristic” had been added to the end of 

Principle 1, Value 5, since this does not appear in the Equal Status Acts. 

“’Any other personal characteristics’, I’d, I’d question An Bord Altranais 
putting that in because you could find yourself in some difficult, tricky 
circumstances, just to reflect on that because it’s a very large, catch-all 
term.” 

[Public Group: Stakeholder Organisations] 
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5.9.2 Scope of Practice Framework 

It was clear that the Scope of Practice was viewed in an extremely positive light by the 

nursing and midwifery groups. It was promoted in a number of groups as an excellent 

guidance document, in terms of its clarity, ease of use and longevity. Most groups 

mentioned it in some context, and six groups specifically brought up the idea that it 

should be referenced within the draft Code. 

“It is extraordinary that you have a document of a Code of professional 
conduct without referencing the scope of practice.” 

[Nursing & Midwifery Union Group] 

 

 

5.9.3 Other Suggested References 

 Three groups recommended including a reference to current Health and Safety 

Legislation.  

 Three groups expressed concern that there was no mention of the Mental Health Act 

within the Code. 

 Three groups felt the new Nurses and Midwives Act should be referenced or 

explained within the Code, particularly in relation to the requirements for continued 

professional development. 

 Two groups saw a benefit to referencing the Patients’ Charter: Your Service, Your Say. 

 Two groups felt that legislation relating to disclosure e.g. child protection legislation 

should be mentioned in the Code considering the important role of nurses as “the 

eyes and ears” of this type of legislation. 

 Two groups recommended that the Nursing Board’s guidance on documentation 

should be referenced. 

 Three groups felt that some kind of reference (general and specific were both 

mentioned) to legislation or other information concerning the rights of the unborn 

child should be included so that nurses and midwives could familiarise themselves 

with this complex issue. 
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5.10 Draft Code: Ethical Issues 

 
Nurses and midwives encounter and deal with a variety of ethical concerns and dilemmas 

in their day-to-day practice. Three specific topics (consent, self-determination, and the 

rights of the unborn child) emerged from focus group discussions as representing 

particularly difficult areas for nurses and midwives. There was agreement in many groups 

that the guidance provided in the draft Code to support decision-making around these 

three topics could be expanded or improved.  

 

 

5.10.1 Consent 

 Before providing nursing and midwifery care you should get the consent of service 

users. 

 If a service user is not able to give informed consent for care, you must make sure 

that you act in their best interests. This includes taking into account their previous 

directions and wishes, if known. 

 

Consent emerged as a key issue in the focus group consultation process. The references 

to consent in the draft Code were specifically discussed in ten of the groups. As 

addressed in the ‘Inclusiveness’ section of this report, six groups felt that the draft Code 

did not currently reflect the realities of working with service users with diminished 

capacity (e.g. in the mental health, disability and care of the elderly fields) or with 

children, when it tells the reader: “Before providing nursing and midwifery care you 

should get the consent of service users”. Both management/advanced groups felt that 

the lack of a specific reference to “capacity” was an important omission within the Code. 

One group suggested that, while it was important to work from the principle that 

everyone could consent, a less directive standard of conduct would be more inclusive of 

nursing and midwifery care in the fields discussed, e.g.: 

 “Nursing care should be provided within the context of consent”. 
[Nursing & Midwifery Group: Management/Advanced (A)] 
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 The Code’s guidance, “If the service user is not able to give informed consent for care 

you must make sure that you act in their best interests. This includes taking into account 

their previous directions and wishes, if known”, came under scrutiny in six of the focus 

groups. The consensus was that this statement was “woolly” and gave the nurse or 

midwife very limited guidance. Did “best interests” supersede “previous directions”? How 

did the nurse or midwife decide what the “best interests” were? It was felt that the Code 

did not acknowledge the range of factors at play in these types of circumstances, e.g. 

family involvement and legal issues. 

“Your opinion of their best interest might not be what the family’s 
opinion is, then you have the whole legal side of it, I know they’re doing 
a national informed consent...policy at the moment but it doesn’t take 
cognisance of the fact that there’s a lot more issues other than your 
opinion of their best interest.” 

     [Nursing & Midwifery Group: 7 plus years (C)] 

 

Finally, six groups felt that the Code should take account of what is understood by 

consent, and acknowledge the different types of consent that can be given e.g. inferred, 

implied, verbal, written. Three groups felt that the idea of informed consent was not 

emphasised strongly enough in the Code.  

“I think that’s a huge cultural problem here. And I really don’t feel its 
strongly enough addressed, I think that if it were...it would be such a 
different experience for us because we would all, as carers or users, be 
listened to because they would need to listen to us to make sure we’ve 
said yes, you know and we’d know what it is that’s happening to us.” 

[Public Group: Service-Users/Families/Carers] 

 

 

5.10.2 Self-Determination 

 Nurses and midwives respect each person’s right to self-determination as a basic 

human right.  This includes acknowledging advance care directives. 

 You must support and defend the right of each service user to make his or her 

healthcare decisions, including decisions to refuse care and to make advanced care 

directives. 
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Seven of the groups expressed the view that dealing with advanced care directives was a 

new, complex and, in some cases, unknown area, on which nurses and midwives required 

additional guidance. 

“And also the advanced care directives, I can only speak for myself but 
to me that’s a very large area unknown to us at the moment, you know. 
It’s emerging...it’s just a whole new area that nurses haven’t had to deal 
with at present.” 

[Nursing & Midwifery Group: 7 plus years (C)] 

 

Two groups had an issue with the use of the word “acknowledging” in Principle 1, Value 

4: “Nurses and Midwives respect each person’s right to self-determination as a basic 

human right. This includes acknowledging advance care directives”. Both groups felt that 

this statement didn’t give the nurse or midwife any actual direction, i.e. it didn’t 

specifically put the onus on the nurse or midwife to adhere to the directive. Two groups 

felt that there was a difficulty inherent in including references to advanced care directives 

within the Code since the legal basis for such directives has not yet been established. 

 

There were mixed opinions across four focus groups on the standard of conduct in the 

Code relating to supporting and defending the rights of service users to refuse care. 

Individuals in each of the four groups expressed the opinion that the Code did not 

provide sufficient guidance on this difficult issue.  

“Principle 1, number *standard of conduct+ 4....that mightn’t always be 
that easy to do...to support someone who wants to refuse care...I think 
maybe that point needs to be maybe, either elaborated on or gotten rid 
of because it’s actually, if the patient refuses care, how are you 
supposed to support them? I know sometimes you have to but it’s not 
always that easy.” 

[Nursing & Midwifery Group: 7 plus years (A)] 

 

Individuals in three groups were glad to see a reference to the right to refuse care 

included in the Code. Two individuals were speaking within the context of community 

nursing where self-neglect can be a contentious issue - guidelines to support the right to 

refuse care were viewed as necessary, especially in situations where questions might be 

raised about why an individual was not receiving care. However, a community nurse in 

another group wondered if their guidelines on having to report self-neglect would come 

into conflict with this standard of conduct. 
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“Just to say that I think there’s a huge relevance to have something like 
that, it mightn’t be exactly that wording, in relation to self-neglect in the 
community, which is a huge issue....and it’s just to ensure that there is 
some cover there for us and we’re not seen as not carrying out our 
duties.” 

   [Nursing & Midwifery Group: 7 plus years (A)]  

 

Finally, the issue of diminished capacity and the right to refuse care was also raised by 

three groups, with one group pointing out that within the mental health field it would be 

illegal for nurses to support or defend the right of service users to refuse care, since many 

are admitted involuntarily. 

“Daily a patient will refuse care because of altered mind status, for 
whatever reason...and for that time the job of the professional nurse is 
to make sure that their care is looked after, not to be so reliant on the 
consent, I don’t think that’s the intent of it but I just think that it’s so 
utopian and removed from the real world that that is going to be its 
implication if it stays there.” 

         [Nursing & Midwifery Union Group] 

 

 

5.10.3 The Unborn Child 

 You must respect and maintain the dignity of each person throughout their 

lifespan. This includes respecting the right to life of the unborn and having due 

regard to the equal right to life of the mother. 

 

Six of the focus groups discussed the standard of conduct within the Code relating to the 

right to life of the unborn child. All six groups felt the right to life of the unborn child was 

a complex ethical issue. Two groups questioned whether it was necessary to be so 

specific within the Code and suggested maintaining the statement used in current Code 

(“every effort should be made to maintain human life, both born and unborn”) or using 

more general wording, e.g. “nurses and midwives respect the right to life”. One group 

raised the concern that if Irish legislation relating to abortion was to change, it could 

come into conflict with the Code.  

“I think that’s too definitive, you know that we must acknowledge it, 
because there’s a huge ethical dilemma there and the way its worded in 
the old document I think is much nicer and better, it said every effort 
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should be made to preserve human life, you know can you just see the 
kind of, the different twist on that.” 

[Nursing & Midwifery Group: 7 plus years (A)] 

 

Three groups felt that the nuances of this issue could not be captured in one sentence 

within the Code, and two groups felt that further guidance, or a reference to more 

detailed information or legislation, was necessary in order to support the nurse or 

midwife in using the Code.  

“Legislation to cover the rights of the unborn, there’s no reference to the 
legislation in relation to it in Irish law, you know so to just put in a 
statement for the nurse, it doesn’t give her any direct guidance on 
it...comments like that should be backed up with a reference and 
perhaps added in the appendix” 

[Nursing & Midwifery Union Group] 
 

5.11 Draft Code: Dissemination 
 

Towards the end of each focus group, participants were asked their opinion about how 

they felt the final Code should be disseminated and what the barriers to dissemination 

might be. The key ideas raised are summarised below.  

 

 

5.11.1 Initial Distribution 

 Ten of the nursing and midwifery groups felt that incorporating the distribution of the 

Code into the Nursing Board’s existing registration renewal process would make sense 

and would ensure that it reached all registered nurses and midwives. 

 The majority of groups wanted to see the final Code produced in both digital (e.g. 

hosted on relevant websites, emailed, hospital intranet) and hard copy format. Three 

groups suggested using some form of up-to-date communication technology: social 

media, podcasts, or smart-phone “apps”. Disseminating in hard copy only was seen as 

problematic since hard copies might have the “dust brushed off them” only when the 

Nursing Board was visiting or when students arrived. However, it was recognised that 

some nurses and midwives would not be comfortable using, or have access to, online 

versions. 
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5.11.2 Further Dissemination 

  Ten groups felt that running study days or information sessions on the Code, or 

incorporating the Code into seminars or courses on other topics, would be beneficial. 

Giving nurses and midwives the opportunity to discuss the Code and its implications 

for practice was promoted by these groups as an excellent way to ensure awareness 

of the new content of the Code, to give people the chance to ask questions, and to 

get the message of the Code across in a more lasting and positive way. Two groups 

referenced the idea that learning about the Code would be an individual process for 

nurses and midwives. One group felt that enforcing a specific discussion or learning 

time would encourage it to be perceived as a hassle or a bore. Another group 

mentioned that it might be difficult in the current climate to actually manage to get 

staff released for such training days. 

 Six groups suggested that some type of e-learning or interactive program should 

accompany the release of the Code. 

 Four groups recommended that a visual summary of the Code should be developed 

(e.g. a card or poster similar to that accompanying the Scope of Practice Framework 

document) so that the Code remains visible and fresh in the minds of nurses and 

midwives. 

 One group felt that highlighting the changes in the new Code for nurses and midwives 

would remove some of the barriers to dissemination, in that the Code would be 

perceived as a less daunting and lengthy document and would be more likely to be 

read. 

 

5.11.3 Maximising Impact and Acceptance 

 Six groups felt that nurses and midwives should be obliged to “sign-off” on the Code, 

i.e. demonstrate that they had read and agreed to the Code. This approach was 

intended to address the potential barrier to dissemination of individuals receiving but 

not reading the Code. However, one group felt that this would have no real effect 

since people often sign documents without reading; e.g. hospital policies.  

 Five groups recommended that a strong, positive PR campaign should accompany the 

release of the Code in order to encourage nurses and midwives to take it on board 
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and see it as a tool beneficial to their practice. Specifically, a campaign highlighting 

the importance and user-friendliness of the Code was recommended to address 

possible barriers to dissemination (especially because the draft Code was seen as 

quite a lengthy document). One group specifically felt that enough money should be 

allocated to the awareness campaign, in order to make sure nurses were properly 

educated on the topic.  

 Two groups felt that endorsement and dissemination of the Code by the nursing and 

midwifery unions would benefit its impact and acceptance within the professions. 

 One member of a nursing and midwifery group specifically referenced the 

consultation process itself as a factor, i.e. one potential barrier to acceptance of the 

Code would be if individuals taking part in the consultation process did not receive 

some form of feedback or the chance to stand over their contribution before the final 

draft of the Code was published.  

 

5.12 Draft Code: External / Supplementary Guidance 
 

A number of topics that would benefit from the development of supplementary 

guidance, i.e. issues that perhaps need not be included in the Code itself but that 

participants would like further advice or support on, were raised during the consultative 

process. A number of these have already been discussed in the findings above so a brief 

list is provided below: 

 

 Social Media (and other aspects of confidentiality and technology) 

 Continuing Professional Development Requirements 

 Patient : Nurse Ratios 

 Delegation 

 Self-Determination (including Advanced Care Directives) 

 Medication Management (e.g. issues around the use of blister packs, covert 

medication) 

 Insurance requirements. 
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The development of a new draft Code was welcomed, in principle, by all of the focus 

groups. There was consensus that the current Code was in need of revision; many of the 

groups felt it was not specific or detailed enough in its guidance on important issues. The 

majority of nursing and midwifery participants reported that they do not use the current 

Code on a regular basis; however, most are aware of its content and believe that they act 

in the professional manner outlined by the Code without the need to constantly 

reference it. The current Code was considered to be a useful tool in a number of specific 

contexts; for example, the training of student nurses and midwives, and the provision of 

guidance around workplace incidents, staff conflict, or fitness to practice issues. 

 

The new draft Code, which is structured around ethical principles and values, represents 

a significant departure from the framework of the current guidance document. It was 

evident from the findings of this initial phase of consultation that the values-based 

approach taken in the development of the new draft Code was agreeable to the majority 

of focus groups. The principles and values used were seen, in general, as relevant, 

familiar and important to the nursing and midwifery professions. Inclusion of the 

Principles, “Trust”, and, “Collaboration with Others”, was perceived as being particularly 

beneficial. Topics falling under both of these principles - confidentiality, staff conflict, and 

interdisciplinary co-operation - were highlighted as particularly relevant for nurses and 

midwives working in Ireland today. Three groups felt that the values and standards of 

conduct associated with Principle 3, “Quality of Practice”, needed to reflect a greater 

focus on safe and competent practice, as opposed to kindness or compassion. 

 

The use of headings and distinct sections in the layout of the draft Code was seen as a 

positive development and a welcome move away from the unstructured nature of the 

current Code. The majority of groups felt that this change would make it easier for a user 

of the Code to refer to it for guidance on particular topics. However, the use of broad, 

ethical Principles as a structuring technique, instead of using more specific topic-based 

headings, was queried in some groups. A number of groups felt that the Code would 

benefit from extra Principles or subheadings. In particular, Principle 2, “Professional 

6. Summary 
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Responsibility and Accountability”, was recognised as a very broad heading which could 

reasonably encompass many, or most, of the Code’s standards of conduct. This may 

prove to be a barrier for the reader who wishes to find guidance on specific issues within 

the Code. Two groups expressed concern around the amalgamation of ethical and 

professional conduct guidance in one document. The inclusion of both values and 

standards of conduct were pointed to by three groups as the cause of repetition within 

the Code, culminating in a lengthier final document. While the increased length of the 

new draft Code was a cause for concern in a number of groups, the increased level of 

detail and comprehensiveness was broadly welcomed by participants, 

 

The view that the Code should reflect its place in a wider domain of existing legislation, 

information and policy was clearly articulated by all groups. There was an expressed wish 

to see references throughout the Code that provide links to relevant sources of 

information, legislation, policy, and other Nursing Board guidance, e.g. the Scope of 

Nursing and Midwifery Practice Framework. A number of groups also felt that the 

provision of a rationale or aim, and greater clarity around the purpose of the Code, the 

consequences of non-compliance, and the functions of the Board would help to set the 

scene for the reader.  

 

While the majority of focus groups favoured the use of reader-friendly language, two 

groups expressed concern about the implications, specifically legal or fitness to practice 

implications, of using lay language in a professional Code. Another aspect of language 

discussed was the use of expressions of obligation such as “must” or “should”, and the 

use of qualifiers such as “where appropriate” or “as far as possible”. Again, a divergence 

of opinion was encountered. The management/advanced nursing and midwifery groups 

and the public groups (four groups in total) argued that very directive, unambiguous 

language was necessary in order to safeguard patients. On the other hand, four of the 

nursing and midwifery groups felt that the word “must” was over-used and 

“authoritarian”. These groups recommended the use of qualifying terms in some 

instances, in order to reflect the fact that, as individual nurses or midwives, they might 

not always have the resources necessary to meet the requirements of the Code. 
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The use of the term “service-user” within the Code was debated. While the majority of 

nurses and midwives seemed to personally dislike the term, they nonetheless accepted 

that it was inclusive, and there were no strong suggestions common to the groups 

regarding a replacement suitable for use in the Code. There may be a need to be 

particularly clear about the meaning of the term from the outset of the document since a 

number of groups mentioned that confusion could arise from the fact that “service-user” 

is commonly associated with Intellectual Disability and Psychiatry services. There was 

agreement in a number of groups that the broad definition of “service user” provided in 

the Glossary of the Code could not be applied throughout the entire document and 

should be reconsidered for this reason.  

 

Accountability was a key area discussed to by each focus group. The current pressures of 

resource and staffing shortages were clearly articulated by nurses and midwives, 

particularly the impact of these shortages on their ability to maintain patient safety, 

address their own professional development, and make informed decisions around 

delegation. There was a genuine concern expressed in many groups that, if the Code did 

not acknowledge the lack of control that nurses and midwives have over certain aspects 

of their environment, it would prove to be an unrealistic and unhelpful document. There 

were some suggestions that adding qualifying statements, particularly relating to the 

nurse/midwife’s responsibility to ensure the safety of their environment, would be 

helpful. Recognition of the accountability of employers and management in addressing 

safety concerns and facilitating further professional education was seen as a necessary 

addition to the Code by many groups. 

 

The guidance in the Code relating to gifts and favours received from service-users and 

healthcare companies was discussed in the majority of focus groups. A number of groups 

felt that there were too many standards of conduct devoted to this topic. There were 

divergent opinions on receiving gifts or favours from healthcare companies, and there 

may be a need to clarify exactly what the phrase, ‘gifts and favours’, means. For example, 

nursing and midwifery groups explained that they often rely on such companies to 

provide educational opportunities and other useful resources and equipment. The 

stakeholder focus group recommended retaining this standard of conduct in its present 
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form in order to maximise the probability that other sources of funding for these 

resources would be explored. 

 

 A number of topics that required increased emphasis or more extensive guidance within 

the Code were highlighted by the focus groups. There was clear support from both 

service user and nursing and midwifery groups for the idea that the Code should express 

more support for “whistle-blowers”, i.e. those who report the unsafe practice of 

colleagues. Communication was a key area emphasised in the focus groups with 

members of the public. The importance of really listening to the service-user and/or their 

families and carers was clearly articulated. It was felt that the Code should explicitly state 

this key competency and should direct nurses and midwives to communicate with service 

users, families and carers in a way that they could understand, and in a manner 

consistent with the Code’s values. The value of family members and carers as sources of 

rich information about the service user was emphasised.  

 

A numbers of topics requiring further emphasis within the Code were raised. The need 

for additional guidance in the Code around confidentiality was discussed in most groups, 

particularly in relation to the influence of technology and social media. Three groups 

expressed a wish to see more emphasis on the importance of the role of the nurse or 

midwife as a teacher and assessor of students. Three groups felt that adding to or 

redefining Principle 1, “Respect for the Dignity of the Person”, would increase its impact 

and its success in expressing the importance of non-discriminatory nursing and midwifery 

practice. A number of groups (including the service-user group) expressed the view that 

respect should be a two-way street and that service-users should also show respect for 

nurses and midwives. A number of topics addressed in the current Code (2000) but not 

carried through to the draft Code were perceived as necessary additions; these included 

guidance on: research, dignity in death, and giving evidence in a court of law.   

 

Additional guidance or clarity was sought around three ethically complex areas addressed 

in the draft Code: consent, self-determination, and the rights of the unborn child. Six 

groups felt that the guidance in the draft Code on the issue of consent did not currently 

reflect the realities of working with service users with diminished capacity. Both 
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management/advanced groups felt that the lack of a specific reference to “capacity” was 

an important omission, and six groups felt that the Code should take account of what is 

understood by consent and acknowledge the different types of consent that can be given. 

In relation to self-determination, advanced care directives were perceived as a relatively 

unknown and complex issue for many nurses and midwives. There were varied 

perspectives on the implications of including the nurse/midwife’s responsibility to defend 

the right of a service-user to refuse care in the Code. Again, this concern linked back to 

issues of capacity – there may be a need to clarify this standard of conduct further in the 

Code for those working in Psychiatric, Intellectual Disability, Dementia or Children’s 

services. In terms of the rights of the unborn child, as with the two areas already 

discussed, participants requested links or references to external material that would 

provide additional guidance and information.  

 

There was strong support among the groups for the idea that nurses and midwives 

should be sent the Code as part of their registration renewal with the Nursing Board, and 

that they should be required to “sign-off” on the document, i.e. indicate that they had 

read and agreed to abide by the Code. The provision of study days and information 

sessions on the new Code was also deemed to be of value. E-learning, interactive 

resources, poster development and easily accessible electronic versions of the Code were 

also suggested as part of a successful dissemination strategy. 
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This report reflects the findings of the initial phase of consultation with nurses, midwives, 

union representatives, service users and families, carers, and stakeholder organisations. 

The Nursing Board will consider the findings and, in particular, the areas identified by the 

findings as requiring clarification, change or further guidance. This information will be 

used to inform the further development of the draft Code and to assist in the second 

phase of consultation on the draft Code. The contact details of all individuals interested in 

participating in the second phase of consultation on the draft Code have been provided 

to the Board by the ISQSH.  
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Appendix 1: Nurse and Midwife Information Sheet 

Information Sheet 

Who organised this focus group? 
 
The focus group has been organised by the Irish Society for Quality and Safety in Healthcare 
(ISQSH) on behalf of An Bord Altranais.   
 
What is the purpose of the focus group? 
 
An Bord Altranais is currently undertaking a review of the Professional Code of Conduct for Each 
Nurse and Midwife (2000). The new Code will reflect changes in the functions and responsibilities 
of An Bord Altranais as outlined in the new Nurses and Midwives Act 2011 as well as changes and 
advances in nursing and midwifery practice, bioethics and other areas relevant to healthcare 
provision.  
An Bord Altranais have commissioned ISQSH to organise focus groups nationwide in order to 
gather feedback on the new draft Code from students, nurses and midwives. 
 
Why am I invited to participate? 
 
You have been invited to participate because you are a student nurse / midwife or a registered 
nurse / midwife. An Bord Altranais encourages students, nurses and midwives to participate in 
this first phase of the consultation process on the new draft Code. The new Code will be a key 
framework document, which will guide both the nursing and midwifery professions in the future. 
 
What is involved? 
 
You will have a chance to read the new draft Code and to discuss it as a group. We want you to do 
the talking, an ISQSH researcher will facilitate the discussion. It’s important that we get as many 
viewpoints as possible - all your views are equally valid, there are no right or wrong opinions, 
different opinions will help to highlight different experiences and needs 
The focus groups will last no more than 2 hours. Discussions will be tape recorded for later 
transcription and analysis. A report will be compiled for and presented to An Bord Altranais based 
on the findings of the focus groups. 
 
Do I have to take part? 
 
No. Your involvement is voluntary. However, as the Code will be a key framework document in 
the future, your participation is greatly encouraged. 
 
Will I be identifiable in the transcription of the focus group discussion or in subsequent verbal or 
written reports?  
 
No, you will not be identifiable in any transcript, or any subsequent reports.  
 
If I have any questions whom can I contact? 
 
You are welcome to contact, free of charge, a member of the ISQSH research team at 1800 283 
031 between the hours of 10 am – 4 pm 
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Appendix 2: Stakeholder and Service User Information Sheet 

Information Sheet 

Who organised this focus group? 
 
The focus group has been organised by the Irish Society for Quality and Safety in Healthcare 
(ISQSH) on behalf of An Bord Altranais.  An Bord Altranais is a statutory body, set up in to protect 
the public and to ensure the integrity of the nursing and midwifery professions. 
 
What is the purpose of the focus group? 
 
An Bord Altranais is currently undertaking a review of the Professional Code of Conduct for Each 
Nurse and Midwife (2000). The purpose of this Code is to provide a framework to help the 
nurse/midwife to make professional decisions, to carry out his/her responsibilities and to 
promote high standards of professional conduct. 
The new Code will reflect changes in the functions and responsibilities of An Bord Altranais as 
outlined in the new Nurses and Midwives Act 2011, as well as changes and advances in nursing 
and midwifery practice, bioethics and other areas relevant to healthcare provision.  
An Bord Altranais have commissioned ISQSH to organise focus groups in order to gather feedback 
on the new draft Code from service users, advocates and carers. 
 
Why am I invited to participate? 
 
You have been invited to participate because you are familiar with the role of service user, 
advocate, and/or carer.  Your feedback on the draft Code will form an essential component of the 
consultative process through which an updated Code of Professional Conduct and Ethics for 
Registered Nurses and Registered Midwives will be developed. The new Code will be a key 
framework document, which will guide both the nursing and midwifery professions in the future. 
 
What is involved? 
 
You will have a chance to read the new draft Code and to discuss it as a group. We want you to do 
the talking. An ISQSH researcher will facilitate the discussion. It is important that we get as many 
viewpoints as possible - all your views are equally valid and there are no right or wrong opinions.  
Different opinions will help to highlight different experiences and needs. 
The focus groups will last no more than 2 hours. Discussions will be tape recorded for later 
transcription and analysis.  A report, based on the findings of the focus groups, will be compiled 
and presented by the ISQSH to An Bord Altranais. 
 
Do I have to take part? 
 
No. Your involvement is voluntary. 
 
Will I be identifiable in the transcription of the focus group discussion or in subsequent verbal or 
written reports?  
No, you will not be identifiable in any transcript or any subsequent reports.  
 
If I have any questions whom can I contact? 
You are welcome to contact, free of charge, a member of the ISQSH research team at 1800 283 
031 between the hours of 10 am – 4 pm. 
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Appendix 3: Union Representative Information Sheet 

Information Sheet 

Who organised this focus group? 

The focus group has been organised by the Irish Society for Quality and Safety in Healthcare 
(ISQSH) on behalf of An Bord Altranais.   

What is the purpose of the focus group? 

An Bord Altranais is currently undertaking a review of the Professional Code of Conduct for Each 
Nurse and Midwife (2000). The new Code will reflect changes in the functions and responsibilities 
of An Bord Altranais as outlined in the new Nurses and Midwives Act 2011 as well as changes and 
advances in nursing and midwifery practice, bioethics and other areas relevant to healthcare 
provision.  

An Bord Altranais have commissioned ISQSH to organise focus groups nationwide in order to 
gather feedback on the new draft Code. 

Why am I invited to participate in this group? 

You have been invited to participate so that you can share your comments and views about the 
draft Code from the perspective of a nursing/midwifery union representative. The new Code 
will be a key framework document, which will guide both the nursing and midwifery 
professions in the future. 

What is involved? 

You will have a chance to read the new draft Code and to discuss it as a group. An ISQSH 
researcher will facilitate the discussion. It’s important that we get as many viewpoints as 
possible - different opinions will help to highlight different experiences and needs 

The focus groups will last no more than 2 hours. Discussions will be tape recorded for later 
transcription and analysis. A report will be compiled for and presented to An Bord Altranais based 
on the findings of the focus groups. 

Do I have to take part? 

No.  Your involvement is voluntary. However, as the Code will be a key framework document in 
the future, your participation is greatly encouraged 

Will I be identifiable in the transcription of the focus group discussion or in subsequent verbal or 
written reports?  

No, you will not be identifiable in any transcript, or any subsequent reports.  

If I have any questions whom can I contact? 

You are welcome to contact, free of charge, a member of the ISQSH research team at 1800 283 
031 between the hours of 10 am – 4 pm. 
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Appendix 4: Nurse and Midwife Consent Form 

 
 

Consent Form 
 
I understand that I have been invited to participate in a focus group discussion based on 
the new draft Code of Conduct and Ethics for Registered Nurses and Registered Midwives 
developed by An Bord Altranais. My contribution to the discussion will be recorded, the 
information will be held confidentially, and my name will not be used in any resulting 
transcriptions or reports.  I confirm that I have read and understood the focus group 
information sheet and have been given an opportunity to raise any questions or 
concerns.   
 
 

 I understand my participation in the focus group is voluntary and that I am free to 
withdraw at any time without giving a reason and without my rights being affected in any 
way. 
 

 I understand that the purpose of the study is to gather feedback on the new draft Code of 
Conduct and Ethics for Registered Nurses and Registered Midwives developed by An Bord 
Altranais. Feedback gathered at the focus groups will inform An Bord Altranais about any 
revisions or clarifications needed with the current draft Code, and a report will be 
prepared for An Bord Altranais based on this feedback.   
 

 I consent to have the proceedings of this focus group audio taped. 
 
I consent to participate in this focus group organised by the Irish Society for Quality and 
Safety in Healthcare (ISQSH) on behalf of An Bord Altranais and held on this date: 
 
Date:    _______________________________________ 
 
Signature:  ` _______________________________________ 
 
Printed name:   _______________________________________ 
 
ABA Register PIN (optional): _______________________________________ 
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Appendix 5: Stakeholder and Service User Consent Form 
 
 

Consent Form 
 
I understand that I have been invited to participate in a focus group discussion based on 
the new draft Code of Conduct and Ethics for Registered Nurses and Registered Midwives 
developed by An Bord Altranais. My contribution to the discussion will be recorded and 
the information will be held confidentially. I understand that my name will not be used in 
any resulting transcriptions or reports.  I confirm that I have read and understood the 
focus group information sheet and have been given an opportunity to raise any questions 
or concerns.   
 
 

 I understand my participation in the focus group is voluntary and that I am free to 
withdraw at any time without giving a reason and without my rights being affected in any 
way. 
 

 I understand that the purpose of the study is to gather feedback on the new draft Code of 
Conduct and Ethics for Registered Nurses and Registered Midwives developed by An Bord 
Altranais. Feedback gathered at the focus groups will be collected and reported upon by 
the Irish Society for Quality and Safety in healthcare (ISQSH). 
 

 I consent to have the proceedings of this focus group audio taped. 
 
I consent to participate in this focus group organised by the Irish Society for Quality and 
Safety in Healthcare (ISQSH) on behalf of An Bord Altranais and held on this date: 
 
Date:    _______________________________________ 
 
Signature:  ` _______________________________________ 
 
Printed name:   _______________________________________ 
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Appendix 6: Union Representative Consent Form 

 
 

Consent Form 
 
I understand that I have been invited to participate in a focus group discussion based on 
the new draft Code of Conduct and Ethics for Registered Nurses and Registered Midwives 
developed by An Bord Altranais. My contribution to the discussion will be recorded, the 
information will be held confidentially, and my name will not be used in any resulting 
transcriptions or reports.  I confirm that I have read and understood the focus group 
information sheet and have been given an opportunity to raise any questions or 
concerns.   
 
 

 I understand my participation in the focus group is voluntary and that I am free to 
withdraw at any time without giving a reason and without my rights being affected in any 
way. 
 

 I understand that the purpose of the study is to gather feedback on the new draft Code of 
Conduct and Ethics for Registered Nurses and Registered Midwives developed by An Bord 
Altranais. Feedback gathered at the focus groups will inform An Bord Altranais about any 
revisions or clarifications needed with the current draft Code, and a report will be 
prepared for An Bord Altranais based on this feedback.   
 

 I consent to have the proceedings of this focus group audio taped. 
 
I consent to participate in this focus group organised by the Irish Society for Quality and 
Safety in Healthcare (ISQSH) on behalf of An Bord Altranais and held on this date: 
 
Date:    _______________________________________ 
 
Signature:  ` _______________________________________ 
 

Printed name:   _______________________________________ 
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Appendix 7: Nurse and Midwife Participant Survey 

Participant Survey 

To assist us in our analysis of the focus group data we would appreciate if you would take 

a few minutes to fill in this questionnaire. 

 

1. ABA Register PIN (optional): _____________ 

 

2. Which division of the register are you currently working in/ studying?   
           (Please tick the division that BEST DESCRIBES your work/course) 
 
 

General  

Psychiatric  

Midwifery  

Children’s  

Intellectual Disability  

 
      Comment/ Clarification:________________________________________________ 
 
 

3. Are you registered in any other divisions of the register?(Please tick all that 
apply) 

 

No  

Yes, General  

Yes, Psychiatric  

Yes, Midwifery  

Yes, Children’s  

Yes, Intellectual Disability  

Yes, Advanced Practitioner  

Yes, Prescriber  

Yes, Public Health  

Yes, Tutor  

 
 

4. In what year did you first qualify?_____________________ 
           Not yet qualified  
 

5. If you are a student, where are you studying?  
 
_________________________________________________________ 
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6. If you are currently employed, where are you employed?(Please tick appropriate 

box) 

Public General Hospital  

Private General Hospital  

Public Maternity Hospital  

Private Maternity Hospital  

Public Children’s Hospital  

Public Psychiatric Hospital  

Private Psychiatric Hospital  

Public Health/ Community Care Services  

Intellectual Disability Services  

Mental Health Services  

General Practice Services  

Public Nursing Home Services  

Private Nursing Home Services  

Care of the Elderly Services (excluding nursing homes)  

University/College/ IT  

Other, please specify: 
 

 
 

7. If you are currently employed, in what capacity are you employed? 
(Please tick appropriate box) 

Staff Nurse  

Staff Midwife  

Clinical Nurse Manager 1  

Clinical Midwife Manager 1  

Clinical Nurse Manager 2  

Clinical Midwife Manager 2  

Clinical Nurse Manager 3  

Clinical Midwife Manager 3  

Assistant Director of Nursing  

Assistant Director of Midwifery  

Director of Nursing  

Director of Midwifery  

Clinical Nurse Specialist  

Clinical Midwife Specialist  

Advanced Nurse Practitioner  

Advanced Midwife Practitioner  

Public Health Nurse  

University/IT/college Lecturer  

 
              Other, please specify (e.g. prison services/ occupational health): 
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8. What is your highest level of education achieved relating specifically to 

nursing/midwifery? (Please tick appropriate box) 
 

Note yet qualified  

Hospital certificate (pre-registration and 
specialist clinical training) 

 

Diploma  

Degree  

Postgraduate (Higher Diploma, Graduate 
Diploma and Master’s Degree) 

 

Postgraduate (Phd)  
 

9. How many hours per week (approximately) do you work? (Please tick appropriate box) 

 

Less than 10 Hours  

10-19 hours  

20-29 hours  

30-37 hours  

 

10. Which shifts do you work? (Please tick appropriate box) 

Day duty morning shifts only  

Day duty afternoon shifts only  

Day duty morning and afternoon shifts   

Office hours, i.e. 9.00-17.00 hours  

Night duty only  

Alternating day/night duty  

 

 

11. Which age bracket do you fall under? (Please tick appropriate box) 

20-29 years 30-39 years 40-49 years 50-59 years >60 years 
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Appendix 8: Stakeholder Participant Survey 

Participant Survey 

To assist us in our analysis of the focus group data we would appreciate if you would take 
a few minutes to complete this questionnaire. 

1. Gender (Please tick appropriate box) 

 

Male   

Female  

 
2. Which age bracket do you fall under?  (Please tick appropriate box) 

20-29 years 30-39 years 40-49 years 50-59 years ≥60 years 

     

 
 

3. Which role(s) do you identify with? (Please tick most appropriate box  - you may 

choose more than one) 

 
4. Organisation name (if applicable): 

___________________________________________ 

 
5. Organisation focus/ area of expertise: 

________________________________________ 

 
___________________________________________________________________
__ 

 
6. Geographic area covered by your organisation: 

________________________________ 

 
7. What is your role/position within your 

organisation?:____________________________ 

 
 

 

 

Service – user / Patient    

Advocate   

Information / support 
provider 

 

Carer  

Other  Please 
specify 
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8. Is your organisation affiliated to any umbrella organisations (e.g. IPPOSI, The 

Wheel etc.)? 

(Please tick appropriate box) 

 
 

Thank you for taking the time to complete this questionnaire. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

No  

Ye
s 

 Please 
specify 
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Appendix  9: Service User Participant Survey 

Participant Survey 

To assist us in our analysis of the focus group data we would appreciate if you would take 
a few minutes to complete this questionnaire. 
 

1. Gender (please tick the appropriate box) 
 

 
2. Which age bracket do you fall under? (Please tick appropriate box) 

20-29 years 30-39 years 40-49 years 50-59 years >60 

     

 
3. Which role(s) do you identify with? (Please tick the appropriate box, you may 

choose more than one) 
 

Service User/ Patient  

Parent / Guardian of service 
user / patient 

 

Carer  

Other  Please 
Specify 

 

 
 

4. Which healthcare services have you used (as a service 
user/parent/guardian/carer) in the past year? (Please tick the appropriate box, 
you may choose more than one) 

 

Public General Hospital  

Private General Hospital  

Public Maternity Hospital  

Private Maternity Hospital  

Public Children’s Hospital  

Public Psychiatric Hospital  

Private Psychiatric Hospital  

Public Health/ Community Care 
Services 

 

Intellectual Disability Services  

Mental Health Services  

General Practice Services  

Public Nursing Home Services  

Private Nursing Home Services  

Care of the Elderly Services 
(excluding nursing homes) 

 

Male  

Female  
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Other Please 
Specify 

 

 
 

 
 

5. Do you use, or are you a member of, any service user support/ advocacy/ 
information organisations? 

 

No  

Yes  Please 
specify 
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Appendix 10: Nurse and Midwife Discussion Guide 

 

 

Draft Code of Professional Conduct and Ethics for 
Registered Nurses and Registered Midwives 

 
Focus Group Discussion Guide 

 
On Arrival 

Refreshments will be offered as participants arrive.  Each participant will be provided 

with a pack containing the following information; copy of the Draft New Code (not to be 

removed), information sheet, consent form (completion required at focus group) and 

demographic questionnaire (completion required at focus group).   Participants will be 

invited to take a seat within half an hour of arrival. Ask participants to complete consent 

forms and demographic forms.  

 
Introduction  [30 minutes]  
 
 

 Thank participants for attending. Identify the research team, focus group duration 

and housekeeping. 

“Many thanks to everyone for attending today; we really appreciate the time you 

are giving up to attend. My name is [Researcher Name] and I will facilitate the 

focus group [today/tonight], you have already met [team member] when you 

arrived and [Researcher Name] will be taking some notes. In total we expect the 

focus group to last between one and a half to two hours. We will not go over the 

two hours, but the research team will be available after the focus group if you 

want to discuss anything that did not come up during the focus group. A 

representative from An Bord Altranais will also be available at the end of the focus 

group if you want to have a chat with them. Just from a health and safety 

perspective in the event that we have to evacuate the room the fire exits are 

[identify fire exists] and the bathroom facilities are [identify bathroom facilities]. 

One of the team [Team Member Name] is outside if you need any assistance with 
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anything else”. If you not mind turning off your phone or putting it on silent for the 

duration of the focus group that would be great”.  

 Ask participants to complete consent forms and demographic profile 

questionnaires if they have not already done so (researcher to collect).  

“Would you please complete the consent forms provided to you and also the short 

questionnaire? The details in the questionnaire will be Coded and used to 

demonstrate the variety of participants in the focus groups. *Researcher’s Name+ 

will collect them when you are ready” 

 Confidentiality.  

“We would like to assure you that anything discussed during the course of the 

focus group will be confidential, while we will be using your name during the 

course of the focus group, you will be assigned a Code once we begin the analysis. 

This Code will identify the area you work in but NOT your organisation.  As you can 

see [Name of researcher] will be taking notes as well as the recording but this is 

simply to assist in the analysis of the focus groups. The use of coding during 

analysis protects participants’ confidentiality by ensuring that participants’ 

contributions are not traceable to an individual.”   

 Request permission to record the discussion. 

 Advise participants that they may leave at any time  

“You are free to leave at any time, obviously we hope you will stay for the full 

focus group but if you wish to leave that’s fine. If you have any other comments 

you would like considered you can leave them with *Researcher’s Name+ or email 

us at a later stage. ” 

 Identify the purpose and objective of this focus group.   

“The Nurses and Midwives’ Act 2011 dictates the functions and responsibilities of 

The Nursing and Midwifery Board of Ireland (An Bord Altranais) and has given rise 

to a new draft Code of Professional Conduct and Ethics for Nurses and Midwives. 

The Board seeks to ascertain the views of nurses and midwives on the Draft New 

Code and its implementation, as well as to identify areas for professional guidance 

and standards development resulting from the new draft Code. This new draft 
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Code will be subject to revision following the feedback provided at the focus 

groups and also following a national call for submissions.” 

 Advise participants about their role in the exercise;  

“We want you to do the talking, we are here to facilitate the discussion, its 

important that we get as many viewpoints as possible, all your views are equally 

valid, there are no right or wrong opinions, different opinions will help to highlight 

different experiences and needs.” 

 
Start by getting each person to introduce themselves and say a little about what they do, 
what department or healthcare area they are working in, years working general 
information etc. 
 
Ask participants to read the draft Code. 
 

“You might like to write down points you would like to discuss during the focus group” 

 
1. Are you familiar of the current Code of professional conduct for each nurse and 

midwife (2000). 

Prompt 

“In the course of your work would you use the Code? If yes, in what way? If not, why 

not? Can you provide some examples from every day practice? Did you find the Code 

useful?  

“Think about it from your own perspective and what you do” 

“Would you be familiar with the current/old Code” 

 

2. You have had some time to review the draft new Code; what differences if any do you 

see between the current and the draft new Code? 

Prompt 

“The current Code is based on a number of general principles, do you find them 

helpful” 

“Should the draft new Code be more prescriptive? If so, why? If not, why not? “ 

“Would you prefer to go through the draft new Code section by section?” 
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3. What do you think are the main values of importance in relation to nursing and 

midwifery? 

Prompt 

“Why are these important to you” 

“Do you feel the draft new Code reflects these values? “ 

 

4. Do you think that the draft new Code will impact/make a difference to nursing and 

midwifery practice and on how you do your work? 

Prompt 

“What you think the impact will be? What will this mean for you? Can you give me 

some examples of what you mean? “ 

 

5. Does the draft new Code cover the right/appropriate areas?  

Prompt 

“Can you give some examples of that and why it’s important that it’s covered?” 

“Are there areas that the draft new Code should not cover specifically but maybe 

cover in a more general way? Can you give some examples of that? “ 

 

6. Did you find the new Code easy to understand? 

Prompt 

“Would you like to go through the draft new Code section by section?” 

“Are there areas of the Code that you feel need more clarity? Should the draft new 

Code refer to the various key pieces of legislation? Would this be helpful?” 

“Are there any aspects of the language or style used in the Code that you would like to 

comment on? What about the glossary section, is it inclusive enough?” 

 

7. An Bord Altranais would like to identify areas for future development of professional 

guidance and standards. Bearing this in mind, are there aspects of your current 

practice that you feel are not sufficiently covered by the New Code? 

Prompt 

“Can you give examples from your practice (ethical dilemmas, conflict with others)? 

Where would you like more support in your practice? How might the Code be made 
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more useful in terms of daily nursing and midwifery practice? Does the Draft New 

Code reflect changes in nursing and midwifery care and responsibility?” 

“How will the Draft New Code be of benefit to the public/service users?” 

 

8. What barriers/challenges do you see in terms of the dissemination of the New Code? 

Prompt 

“To whom should the New Code be disseminated and how? What issues, from your 

perspective, will help or hinder the implementation of the new Code. Could An Bord 

Altranais do more to help nurses/midwives understand and use the New Code in 

practice?  If so, what could they do?” 

 

9. Is there anything not yet mentioned that you would like to say about the New Code? 

Summary of discussion by the facilitator. 

15 minutes before the discussion ends – the facilitator will call the discussion to a close, 

summarise the expressed opinions and invite the group to comment if the summary is a 

true reflection of the session’s proceedings or not. 

“Do you have any further comments to make?” 

 

Conclusion 

“Thank you all for taking the time to attend. We really appreciate your contribution at this 

focus group.  If you think of anything else and you want to let us know please feel free to 

contact me or another member of the team using the freephone number 1800283031.” 

____________________ 

Close 
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Appendix 11: Stakeholder and Service User Discussion Guide 

 

Draft Code of Professional Conduct and Ethics for 
Registered Nurses and Registered Midwives 

 
Stakeholder Focus Group Discussion Guide 

 
On Arrival 

Refreshments will be offered as participants arrive.  Each participant will be provided 

with a pack containing the following information; copy of the current Code, Draft New 

Code (not to be removed), information sheet, consent form (completion required at focus 

group) and demographic questionnaire (completion required at focus group).   

Participants will be invited to take a seat within half an hour of arrival. Ask participants to 

complete consent forms and demographic forms.  

 
Introduction  [30 minutes]  
 
 

 Thank participants for attending. Identify the research team, focus group duration 

and housekeeping. 

“Many thanks to everyone for attending today; we really appreciate the time you 

are giving up to attend. We invited you here today because the Nursing and 

Midwifery Board of Ireland, which is called An Bord Altranais, is revising their Code 

of professional conduct and ethics for registered nurses and registered midwives.  

The purpose of today’s discussion is to get the views of the public on the new draft 

Code.  

 

My name is [Researcher Name] and I will facilitate the focus group 

[today/tonight], you have already met [team member] when you arrived and 

[Researcher Name] will be taking some notes. In total we expect the focus group 

to last between one and a half to two hours. We will not go over the two hours, 

but the research team will be available after the focus group if you want to discuss 

anything that did not come up during the focus group. A representative from An 
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Bord Altranais will also be available at the end of the focus group if you want to 

have a chat with them. Just from a health and safety perspective in the event that 

we have to evacuate the room the fire exits are [identify fire exists] and the 

bathroom facilities are [identify bathroom facilities]. One of the team [Team 

Member Name+ is outside if you need any assistance with anything else”. If you 

not mind turning off your phone or putting it on silent for the duration of the focus 

group that would be great”.  

 Ask participants to complete consent forms and demographic profile 

questionnaires if they have not already done so (researcher to collect).  

“Would you please complete the consent forms provided to you and also the short 

questionnaire? The details in the questionnaire will be Coded and used to 

demonstrate the variety of participants in the focus groups. *Researcher’s Name+ 

will collect them when you are ready” 

 Confidentiality.  

“We would like to assure you that anything discussed during the course of the 

focus group will be confidential, while we will be using your name during the 

course of the focus group, you will be assigned a Code once we begin the analysis.  

The use of coding during analysis protects participants’ confidentiality by ensuring 

that participants’ contributions are not traceable to an individual.”   

 Request permission to record the discussion.  In addition to recording 

*Researcher’s name+ will be taking notes during the discussion to ensure feedback 

can be thoroughly analysed. 

 Advise participants that they may leave at any time  

There is no problem if you wish to, or need to, leave at any point during the 

discussion; however, we hope you will stay for the duration of the focus group. If 

you do need to leave early and have additional comments relevant to the 

discussion we would appreciate if you would leave them with *Researcher’s Name+ 

or email us at a later stage”.   

  Reiterate the purpose and objective of this focus group.   

“The Nurses and Midwives’ Act 2011 dictates the functions and responsibilities of 

The Nursing and Midwifery Board of Ireland (An Bord Altranais).  The Act has given 
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rise to the need for a new Code of Professional Conduct and Ethics for Nurses and 

Midwives. An Bord Altranais wants to gather the views of the public on the new 

Draft Code. This Draft Code will be subject to revision following the feedback 

provided at this, and other, focus groups and will then be made public for a 

national call for submissions.” 

 Advise participants about their role in the exercise;  

“We want you to do the talking, we are here to facilitate the discussion, its 

important that we get as many viewpoints as possible, all your views are equally 

valid, there are no right or wrong opinions, different opinions will help to highlight 

different experiences and needs.” 

 
Start by getting each person to introduce themselves and - and if they represent an 
organisation, what their organisation doe, and their role within the organisation. 
 
Ask participants to read the current and the draft Code. 
 

“You might like to write down points you would like to discuss during the focus group”. 

 
1. You have had time to read the current Code of conduct (green booklet) which 

guides nurses and midwives in their professional responsibilities. Before receiving 

the invite to this group were you aware that nursing and midwifery care was 

guided by a Code of conduct? 

Prompt 

“Had you ever heard about / come across the Code of Conduct for nurses & 

midwives before being invited to this group?”  

“If so, in what context, how did you hear about it, did you have a reason to use it” 

“What is your overall impression of the current Code?” 

 

2. You have had some time to review the draft new Code; what differences, if any, 

do you see between the current and the draft new Code?”  

Prompt 
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“The current Code is based on a number of general principles, do you think this 

layout is useful? Do you feel these principles are an appropriate framework for a 

Code of conduct for nurses and midwives?” 

 “Would you prefer to go through the draft new Code section by section?” 

“Should the draft new Code be more prescriptive? If so why? If not, why not?” 

 

3. “What do you think are the main values of importance in relation to nursing and 

midwifery?” 

Prompt 

“Why are these important, from your perspective as a service user / carer / 

advocate?” “Do you feel the draft new Code reflects these values?” 

 

4. Do you think that the draft new Code will impact/make a difference to nursing 

and midwifery practice? 

Prompt 

` “You’ve mentioned the changes you see between the current and new Code. What 

you think the impact of the new Code will be on nursing/midwifery practice? As a 

service user / service user representative, what will this mean for you – what are 

the positive or negative implications of the new Code? Can you give me some 

examples of what you mean?” 

 

5. Does the draft new Code cover the right/appropriate areas?  

Prompt 

“Are there issues/ areas you feel are not sufficiently covered by the draft  new 

Code? Can you give some examples of that from your experience as either a 

service user /carer /advocate? Can you tell me why it’s important that these are 

covered?” “Are there areas that the draft new Code should not cover so specifically 

but maybe cover in a more general way?” 

 

6. Did you find the new Code easy to understand? 

Prompt 
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“Are there any aspects of the language or style used in the Code that you would 

like to comment on? What about the glossary section, is it inclusive enough?” 

 

7. Do you think the Draft New Code will be of any benefit to the public/service 

users?  

Prompt 

“Do you think that service users should be informed that there is a Code of conduct 

to which nurses and midwives should adhere? Should service users be provided 

with the Code? Why/Why not?” 

 

8. What barriers/challenges do you see in terms of the dissemination of the New 

Code? 

Prompt 

“How should the New Code be disseminated? Any ideas re: awareness campaign? 

What issues, from your perspective as service users/carers/advocates, will help or 

hinder the implementation of the new Code? 

 

9. Is there anything not yet mentioned that you would like to say about the New 

Code? 

 

Summary of discussion by the facilitator. 

15 minutes before the discussion ends – the facilitator will call the discussion to a close, 

summarise the expressed opinions and invite the group to comment if the summary is a 

true reflection of the session’s proceedings or not. 

“Do you have any further comments to make?” 

Conclusion 

“Thank you all for taking the time to attend. We really appreciate your contribution at this 

focus group.  If you think of anything else and you want to let us know please feel free to 

contact me or another member of the team using the freephone number 1800283031.” 

_______________ 

Close 
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Appendix 12: Union Representative Discussion Guide 

 

Draft Code of Professional Conduct and Ethics for 
Registered Nurses and Registered Midwives 

 
Union Focus Group Discussion Guide 

 
On Arrival 

Refreshments will be offered as participants arrive.  Each participant will be provided 

with a pack containing the following information; copy of the current Code, Draft New 

Code (not to be removed), information sheet, and consent form (completion required at 

focus group).   Participants will be invited to take a seat within half an hour of arrival. Ask 

participants to complete consent forms.  

 
Introduction  [30 minutes]  
 
 

 Thank participants for attending. Identify the research team, focus group duration 

and housekeeping. 

“Many thanks to everyone for attending today; we really appreciate the time you 

are giving up to attend. We invited you here today because, as you know, An Bord 

Altranais, is revising their Code of professional conduct and ethics for registered 

nurses and registered midwives.  The purpose of today’s discussion is to get your 

views of the public on the new draft Code.  

 

My name is [Researcher Name] and I will facilitate the focus group 

[today/tonight], you have already met [team member] when you arrived and 

[Researcher Name] will be taking some notes. In total we expect the focus group 

to last between one and a half to two hours. We will not go over the two hours, 

but the research team will be available after the focus group if you want to discuss 

anything that did not come up during the focus group. A representative from An 

Bord Altranais will also be available at the end of the focus group if you want to 

have a chat with them. Just from a health and safety perspective in the event that 
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we have to evacuate the room the fire exits are [identify fire exists] and the 

bathroom facilities are [identify bathroom facilities]. One of the team [Team 

Member Name] is outside if you need any assistance with anything else”. If you 

not mind turning off your phone or putting it on silent for the duration of the focus 

group that would be great”.  

 Ask participants to complete consent forms if they have not already done so 

(researcher to collect).  

“Would you please complete the consent forms provided to you and also the short 

questionnaire? The details in the questionnaire will be Coded and used to 

demonstrate the variety of participants in the focus groups. *Researcher’s Name+ 

will collect them when you are ready” 

 Confidentiality.  

“We would like to assure you that anything discussed during the course of the 

focus group will be confidential, while we will be using your name during the 

course of the focus group, you will be assigned a Code once we begin the analysis.  

The use of coding during analysis protects participants’ confidentiality by ensuring 

that participants’ contributions are not traceable to an individual.”   

 Request permission to record the discussion.  In addition to recording 

*Researcher’s name] will be taking notes during the discussion to ensure feedback 

can be thoroughly analysed. 

 Advise participants that they may leave at any time  

There is no problem if you wish to, or need to, leave at any point during the 

discussion; however, we hope you will stay for the duration of the focus group. If 

you do need to leave early and have additional comments relevant to the 

discussion we would appreciate if you would leave them with *Researcher’s Name+ 

or email us at a later stage”.   

  Reiterate the purpose and objective of this focus group.   

“The Nurses and Midwives’ Act 2011 dictates the functions and responsibilities of 

The Nursing and Midwifery Board of Ireland (An Bord Altranais).  The Act has given 

rise to the need for a new Code of Professional Conduct and Ethics for Nurses and 

Midwives. An Bord Altranais wants to gather the views of the public on the new 
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draft Code. This Draft Code will be subject to revision following the feedback 

provided at this, and other, focus groups and will then be made public for a 

national call for submissions.” 

 Advise participants about their role in the exercise;  

“We want you to do the talking, we are here to facilitate the discussion, its 

important that we get as many viewpoints as possible, all your views are equally 

valid, there are no right or wrong opinions, different opinions will help to highlight 

different experiences and needs.” 

 
Start by getting each person to introduce themselves and their organisation, and their 
role in that organisation. 
 
 

1. Are you familiar of the current Code of professional conduct for each nurse and 

midwife (2000)?  

Prompt 

“In the course of your work would you use the Code? If yes, how frequently do you 

use it and in what context? If not, why not?  

“What is your overall impression of the current Code?” “Do you find the Code 

useful?”  

 

2.  You have had time to review the draft new Code; what differences do you see 

between the current and the draft new Code?”  

Prompt 

“The current Code is based on a number of general principles, do you think this 

layout is useful? Do you feel these principles are an appropriate framework for a 

Code of conduct for nurses and midwives?” “Would you prefer to go through the 

draft new Code section by section?” 

“Should the draft new Code be more prescriptive? If so why? If not, why not?” 

 

3. “What do you think are the main values of importance in relation to nursing and 

midwifery?” 

Prompt 
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“Why are these important from your perspective?” 

“Do you feel the draft new Code reflects these values?” 

 

4. Do you think that the draft new Code will impact/make a difference to nursing 

and midwifery practice? 

Prompt 

“You’ve mentioned the changes you see between the current and new Code. What 

you think the impact of the new Code will be on nursing/midwifery practice? As a 

union representative, what will this mean for you – what are the positive or 

negative implications of the new Code? Can you give me some examples of what 

you mean?” 

 

5. Does the draft new Code cover the right/appropriate areas?  

Prompt 

“Are there issues/ areas you feel are not sufficiently covered by the new Code? Can 

you give some examples of that from your experience as a union representative? 

Can you describe why it’s important that these are covered?” 

“Are there areas that the draft new Code should not cover so specifically but 

maybe cover in a more general way?” 

 

6. Did you find the new Code easy to understand? 

Prompt 

“Are there areas of the Code that you feel need more clarity? Should the draft 

new Code refer to the various key pieces of legislation? Would this be helpful?” 

“Are there any aspects of the language or style used in the Code that you would 

like to comment on? What about the glossary section, is it inclusive enough?” 

 

7. An Bord Altranais would like to identify areas for future development of 

professional guidance and standards. Bearing this in mind, are there aspects of 

current nursing and midwifery practice that you feel are not sufficiently covered 

by the New Code? 

Prompt 
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“Can you give examples from your experience as a union representative? Where 

would you see a need for more support? How might the Code be made more useful 

in terms of nursing and midwifery practice? Does the Draft New Code reflect 

changes in nursing and midwifery care and responsibility?” 

“How will the Draft New Code be of benefit to the public/service users?” 

 

8. What barriers/challenges do you see in terms of the dissemination of the New 

Code? 

Prompt 

“To whom should the New Code be disseminated and how? How should the New 

Code be disseminated? Any ideas re: awareness campaign? What issues, from 

your perspective as a union representative, will help or hinder the implementation 

of the new Code? 

 

9. Is there anything not yet mentioned that you would like to say about the New 

Code? 

 

Summary of discussion by the facilitator. 

15 minutes before the discussion ends – the facilitator will call the discussion to a close, 

summarise the expressed opinions and invite the group to comment if the summary is a 

true reflection of the session’s proceedings or not. 

“Do you have any further comments to make?” 

 

Conclusion 

“Thank you all for taking the time to attend. We really appreciate your contribution at this 

focus group.  If you think of anything else and you want to let us know please feel free to 

contact me or another member of the team using the freephone number 1800283031.” 

 

____________ 

Close 
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Appendix 13: The Code of Professional Conduct for each Nurse and Midwife 2000 

 

 

 
The Code of Professional Conduct for each Nurse and Midwife  

April 2000 
 
 
DEFINITION  
 
‘Patient’ - the use of the word patient in the Code is to be broadly interpreted as 
individuals or groups who have contact with the nurse in his/her professional capacity 
and does not necessarily denote or imply ill health.  
 
Nurse’ - where used in the Code, the word nurse shall have the meaning assigned to it in 
the Nurses Act 1985. The word ‘nurse’ means a person registered in the Live Register of 
Nurses as provided for in Section 27 of the Nurses Act 1985 and includes a midwife and 
nursing includes midwifery.  
 
 

An Bord Altranais is the statutory body which provides for the registration, control 
and education of nurses and for other matters relating to nurses and the practice of 
nursing.  It sees it’s overall responsibility to be in the interest of the public. 

 
The purpose of this Code is to provide a framework to assist the nurse to make 
professional decisions, to carry out his/her responsibilities and to promote high 
standards of professional conduct.   

 
This Code provides guidelines.  Specific issues will be considered, when they arise or 
may be the subject of interpretative statements to be issued from time to time by An 
Bord.  An Bord shall take appropriate action as defined in Part V of the Nurses Act 
1985 where nurses fail to meet the following requirements. 
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The nursing profession demands a high standard of professional behaviour from its 
members and each registered nurse is accountable for his or her practice. 

 
The aim of the nursing profession is to give the highest standard of care possible to 
patients. Any circumstance which could place patients/clients in jeopardy or which 
militate against safe standards of practice should be made known to appropriate 
persons or authorities.  

 
Information regarding a patient’s history, treatment and state of health is privileged 
and confidential. It is accepted nursing practice that nursing care is communicated 
and recorded as part of the patient’s care and treatment. Professional judgement and 
responsibility should be exercised in the sharing of such information with professional 
colleagues. The confidentiality of patient’s records must be safeguarded. In certain 
circumstances, the nurse may be required by a court of law to divulge information 
held. A nurse called to give evidence in court should seek in advance legal and/or 
professional advice as to the response to be made if required by the court to divulge 
confidential information.  

 
The nurse must uphold the trust of those who allow him/her privileged access to their 
property, home or workplace.  

 
It is appropriate to highlight the potential dangers to confidentiality of computers and 
electronic processing in the field of health service administration.   

 
It is necessary for patients to have appropriate information for making an informed 
judgement. Every effort should be made to ensure that a patient understands the 
nature and purpose of their care and treatment. In certain circumstances there may 
be a doubt whether certain information should be given to a patient and special care 
should be taken in such cases.  
 
 Any form of sexual advance to a patient with whom there exists a professional 
relationship will be regarded as professional misconduct. 

 
Competence is the ability of the registered nurse or registered midwife to practice 
safely and effectively fulfilling his/her professional responsibility within his/her scope 
of practice.  

 
In determining his/her scope of practice the nurse or midwife must make a 
judgement as to whether he/she is competent to carry out a particular role or 
function. The nurse or midwife must take measures to develop and maintain the 
competence necessary for professional practice.  
 
The nurse or midwife must acknowledge any limitations of competence and refuse in 
such cases to accept delegated or assigned functions.  If appropriate the nurse or 
midwife must take appropriate measures to gain competence in the particular area.  
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 A nurse shall be entitled to make known at the earliest possible opportunity to an 
appropriate person or authority any conscientious objection which may be relevant to 
professional practice.  

 
 The nurse shares the responsibility of care with colleagues and must have regard to 
the workload of and the pressures on, professional colleagues and subordinates and 
take appropriate action if these are seen to be such as to constitute abuse of the 
individual practitioner and/or to jeopardise safe standards of practice.  

 
 Each nurse has a continuing responsibility to junior colleagues. He/she is obliged to 
transmit acquired professional knowledge, skills and attitudes both by word and 
example. The nurse must not delegate to junior colleagues tasks and responsibilities 
beyond their skill and experience.  

 
 The nurse is responsible for the overall care provided by students. The nurse’s 
responsibility in transmitting knowledge, skills and attitudes and in maintaining 
standards of care extends to student nurses wherever their learning activity occurs.  

 
The nurse shall work in close co-operation with members of the health professions 
and others in promoting community and national efforts to meet the health needs of 
the public.  

 
The nurse must at all times maintain the principle that ever effort should be made to 
preserve human life, both born and unborn. When death is imminent, care should be 
taken to ensure that the patient dies with dignity.  

 
When making public statements, the nurse shall make it clear whether he/she is 
acting in a personal capacity or on behalf of the profession.  

 
The nurse should avoid the use of professional qualifications in the promotion of 
commercial products in order not to compromise the independence of professional 
judgement.  

 
The nurse should not accept any gifts or favours from patients/relatives which could 
reasonably be interpreted as seeking to exert undue influence or to obtain 
preferential treatment.  

 
The nurse must at all times take reasonable precautions to ensure that from the point 
of view of his/her health he/she is competent to carry out his/her duties. Abuse of 
alcohol or other drugs adversely affects that competence.  
 
In taking part in research, the principles of confidentiality and the provision of 
appropriate information to enable an informed judgement to be made by the patient, 
must be safeguarded. The nurse has an obligation to ascertain that the research is 
sanctioned by the appropriate body and to ensure that the rights of the patient are 
protected at all times. The nurse should be aware of ethical policies and procedures in 
his/her area of practice. 
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Appendix 14: Draft Code of Professional Conduct and Ethics for Registered Nurses and 
Registered Midwives 

 

 
 
 

An Bord Altranais Draft Code Version for ISQSH Focus Group – June 2012 
 

 

Bord Altranais agus Cnáimhseachais na hÉireann 
 

(The Nursing and Midwifery Board of Ireland) 
 

 
 
 
 
 
 

Code of Professional Conduct and Ethics for 

Registered Nurses and Registered Midwives 
 

 
 



102 

 
 

What is Bord Altranais agus Cnáimhseachais na hÉireann? 
 
Bord Altranais agus Cnáimhseachais na hÉireann (The Nursing and Midwifery Board of 

Ireland) was set up under the Nurses and Midwives Act, 2011. The main objectives of 

the Board are to protect the public and to ensure the integrity of nursing and 

midwifery practice. It is the statutory body which sets the standards for the education, 

registration and professional conduct of nurses and midwives. It also advises on how 

nurses and midwives should provide care to service users, their families and society. 

 

What does the Board do? 
 
Among other things, the Board sets standards of practice for registered nurses and 

midwives. This includes developing, publishing and reviewing: 

 a Code of professional conduct; 
 

 guidance on all aspects of professional conduct and ethics; and 
 

 guidance on maintaining professional competence. 
 

 
 

The Code forms the overarching framework that informs the context of the 

regulatory and professional guidance frameworks for registered nurses and 

midwives support. Professional accountability, competency and the quality of 

professional practice are based on this framework.  The Board acknowledges that 

national policy and practice standards also support the promotion of high standards 

expected of a professional nurse and midwife. 

 
 
The Board produces rules, other standards, guidelines and advice for nurses and 

midwives to help them comply with the Code and support them in their professional 

responsibilities.  These include education requirements and standards, practice 

standards, guidelines, decision-making frameworks, circulars and position statements.  

Nurses and midwives should be aware of the most current standards and guideline 

documents produced by the Board 
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What does the Code contain? 
 
Five principles provide the foundation for the Code. They are: 

 

 Respect for the dignity of the person 
 

 Professional responsibility and accountability 
 

 Trust 
 

 Quality of practice 
 

 Collaboration with others 
 

 
 

Each principle underpins the ethical values and related standards of conduct and 

practice. Together, these outline the relationship between the nurse or midwife, service 

users and colleagues. The values state the primary goals and obligations of nurses and 

midwives. The standards of conduct and professional practice follow from the ethical 

values and show the attitudes and behaviours that members of the public have the right 

to expect from nurses and midwives. 

 

Who must comply with the Code? 
 
All registered nurses and midwives in each area of practice must abide by the Code’s 

principles, values and standards of conduct. Every nurse and midwife has a responsibility 

to uphold the values of the professions to ensure their practice reflects the high 

standards of professional practice and protects the public. 

 
 

 

Does the Code deal with day-to-day issues? 
 
The Code guides nurses and midwives in their day-to-day practice and helps them to 

understand their responsibilities in caring for service users in a safe, ethical and 

effective way. It supports on-going reflection and professional self- development. 

The Code also lets members of the public know about the professional care they can 

expect from nurses and midwives. 

Specific issues will be considered, when they arise and may be the subject of 

professional guidelines to be produced by the Board as required. 
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What if a nurse or midwife does not comply with the Code? 
 
The Code gives standards for the regulation, monitoring and enforcement of 

professional conduct. If a registered nurse or midwife does not follow the Code and a 

complaint is made against them, the Board can investigate their professional conduct 

and competency to practice (including health concerns) 
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Principle 1:  Respect for the dignity of the person 

 

This principle is drawn from the Universal Declaration of Human Rights (United 

Nations, 1948) which states that all human beings have the right to respect, freedom, 

self-determination, equality and justice. The Irish Constitution (Government of Ireland, 

1932) and the Equal Status Act (Government of Ireland, 

2000) also serve as references for the values and standards established for 

respecting the dignity of the person. 

 

Values 
 

1.  Nurses and midwives respect each person as a unique individual. 
 

2.  Nurses and midwives respect and defend the dignity of all people from birth to 

death. They also acknowledge the right to life of the unborn with due regard 

to the equal right to life of the mother. 
 

3.  Nurses and midwives respect and maintain their own dignity and that of 

service users in their professional practice. 

4.  Nurses and midwives respect each person’s right to self-determination as a 
 

basic human right.  This includes acknowledging advance care directives. 
 

5.  Nurses and midwives respect all people equally, without discriminating by age, 

gender, race, religion, marital status, family status, sexual orientation, disability 

(physical, mental or intellectual), membership of the Traveller community or any 

other personal characteristic. 

 

Standards of conduct 
 

1.  You must respect each person as a unique individual. 
 

2.  You must respect and maintain the dignity of each person throughout their life span. 

This includes respecting the right to life of the unborn and having due regard to the 

equal right to life of the mother. 

3.  Before providing nursing and midwifery care you should get the consent of 
 

service users. 

4.  You must support and defend the right of each service user to make his or her 

healthcare decisions, including decisions to refuse care and to make advanced 
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care directives. 

5.  You must talk with service users about their care and give information in a way 

they can understand. 

6.  If service users have communication or language needs, you must make efforts to 

ensure that services are put in place so that they can communicate with you. 

7.  If a service user is not able to give informed consent for care, you must make sure 

that you act in their best interests. This includes taking into account their previous 

directions and wishes, if known. 

8.  You must respect and maintain your own dignity and that of service users in your 

daily practice. 

9.  You must respect diversity among service users and colleagues in your 
 

professional practice. 
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Principle 2:  Professional responsibility and accountability 
 
This principle focuses on professional responsibility and accountability, personal and 

professional integrity, and advocacy. It also refers to professional boundaries, 

insurance and conscientious objection (where a nurse or midwife’s values or beliefs 

differ from those of others). 

 

Values 
 

1.  Nurses and midwives are expected to show high standards of professional 

behaviour. 

2.  Nurses and midwives are professionally responsible and accountable for their 

practice, attitudes and actions, including inactions and omissions. 

3.  Nurses and midwives recognise the relationship between professional 

responsibility and accountability, and their professional integrity. 

4.  Nurses and midwives act as advocates for service users rights 
 

 
 

Standards of conduct 
 

1.  You must act within the law and follow the rules and regulations of the 
 

Nursing and Midwifery Board. 
 

2.  You must support the ethical and professional values, and standards of conduct 

and practice, in this Code and in other standards and guidance set down by the 

Board. 

3.  You are responsible and accountable for your decisions and actions (including 

inactions and omissions) in your practice. 

4.  You are responsible and accountable for your health and well-being. If your health 

affects your ability to practice safely, you must get help to manage your condition. 

This includes dealing with alcohol or substance abuse. 

5.  You must advocate for and on behalf of service users who require you to 
 

ensure their rights and interests are protected. 

6.  If you have a conscientious objection which is relevant to your professional practice, 

you should tell your employer or, if appropriate, the service user as soon as you can. 
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If you cannot meet the service user’s needs because of this objection, you must talk 

with your employer and, if appropriate, the service user about other care 

arrangements. 

7.  Even if you have a conscientious objection, you must provide care to a service user 

in an emergency where there is a risk to the service user’s life. 

8.  You must keep professional boundaries with service users. Inappropriate 

relationships could have a negative effect on your professional practice. 

9.  It is unacceptable to have a sexual relationship with a service user with whom you 

have a therapeutic relationship. 

10. There may be situations that service users want to give a gift or favour. You must 

consider in accepting it that it does not cause a conflict of interest. 

11. You must not accept any gifts or favours from service users that could 

reasonably give the impression that you are providing special treatment 

12. You must not ask for or accept loans of money from service users. 
 

13. You must not accept gifts or favours from health care companies, suppliers or 

pharmaceutical companies as others might see this as influencing your professional 

judgment or integrity. 

14. You must not use your professional qualifications to commercially promote a 

product or service as this could compromise the independence of your professional 

judgment and integrity.  15. You are responsible for checking whether you have or 

need to get, professional indemnity insurance. Service users have a right to expect you 

to hold this insurance in case there is a claim of professional negligence against you. 

15. If you are employed in the public health service or in certain voluntary 

organisations, you may be covered by the clinical indemnity scheme (CIS). In other 

cases, you may be covered by your employer’s insurance. If you are not covered, the 

Board believes – in the interest of patient safety and protecting the public – that you 

 should get professional indemnity coverage to cover your practice.  Self-employment 

or independent practice is not covered under the CIS or employer insurance schemes. 
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Principle 3:  Quality of practice 
 
 

This principle focuses on safety, competence, kindness, compassion, caring and 

protection from harm. Nurses and midwives have a right to practice in a safe 

environment without fear for their own safety or that of others. 

 
Values 

 

1.  Nurses and midwives who are competent, safety-conscious, and act with kindness 

and compassion provide a high quality of practice. 

2.  Nurses and midwives make sure that the work environment is safe for service users 

and colleagues. 

3.  Nurses and midwives aim to give the highest quality of care to all people in their 

professional practice. 

4.  Nurses and midwives use evidence-based knowledge and follow best practice 

standards in their work. 

 
 

Standards of conduct 
 

1.  You must always be kind and compassionate in your practice. 
 

2.  You must report any safety concerns you have about your practice 

environment and seek solutions through appropriate lines of authority. 

3.  You must deliver a high standard of safe and competent practice based on 
 

best available evidence and best practice standards. 
 

4.  You must help set practice standards and create practice environments that promote 

a culture of safety and quality. 

5.  You must be competent to practice safely as a nurse or midwife. If there are 
 

limitations to your competency, you and your employer should address them so that 

you can practise safely and competently. 

6.  You must keep your knowledge and skills up-to-date by taking part in relevant 
 

continuing professional education. 
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Principle 4: Trust 
 
 

 
This principle focuses on trust, confidentiality and honesty. 

 

 
 

Values 
 

1.  Trust is a core professional value in relationships with service users and 

colleagues. 

2.  Confidentiality and honesty form the basis of a trusting relationship between 
 

the nurse or midwife and the service user. 
 

 
 

Standards of conduct 
 

1.  You must try and develop relationships of trust with service users. 
 

2.  Honesty, integrity and trustworthiness should underpin your interactions with service 

users and colleagues. 

3.  You must behave in a way that strengthens the public’s trust and confidence in 

nurses and midwives. 

4.  You must respect and uphold a service user’s right to confidentiality as far as possible. 

5.  Where appropriate, you must tell service users if you intend to share confidential 

information about them with healthcare professionals who are outside the 

immediate care team. 

6.  You must give honest and truthful information and advice to service users. 

Information and advice should be based on best evidence or best available practice 

standards. 
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Principle 5:  Collaboration with others 
 

 
This principle focuses on communication and collaboration, including team- 

working. 

 

Values 
 

1.  Professional relationships with colleagues are based on mutual respect and trust. 

2.  Nurses and midwives share responsibility with colleagues for providing safe, quality 

healthcare and working together to achieve the best possible outcomes for service 

users. 

3.  Nurses and midwives recognise their role in delegating care appropriately and 

providing supervision. 

 

Standards of conduct 
 

1.  You must communicate and work with colleagues to provide safe, quality 

healthcare to service users. You should consult with and/or refer the service user 

to an/the appropriate health care professional for further treatment if required.  

This should be done in a timely manner to ensure continuity of care for the 

service user. 

2.  You should address differences of professional opinion with colleagues by 

discussion and informed debate. 

3.  If the safety or well-being of a service user or colleague is affected or put 
 

at risk by another colleague’s actions, omissions, or incompetence, you must 

first take appropriate action to protect people from harm. You must then 

immediately report the conduct to your manager, employer and, if necessary, 

the relevant regulatory body. 

4.  You must support junior colleagues and nursing, midwifery and other 

healthcare students in their learning and on-going development of 

professional values, practice and conduct. 

5.  If part of your role involves guiding and directing student nurses or midwives, you 

must take responsibility for the care they provide. This involves teaching, 

supervising, assessing practice and taking action where shortfalls are identified. 
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6.  You are accountable for your decision to delegate a nursing or midwifery task to 

someone else. You must make sure that the task is appropriate and that the 

person has the education, training and support to carry it out. 

7.  If you delegate tasks or roles, you must provide comprehensive and 

effective assessment and planning, communication, monitoring and 

supervision, and evaluation and feedback. 
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Some words explained 
 

Advance care directive 
 

Describes the advance expression of wishes by a person, at a time when they have the 

capacity to express their wishes, about certain treatment that might arise at a future 

time when they no longer have capacity to express their wishes (Law Reform 

Commission Report Bioethics: Advance Care Directives, 2009) 

 
 

Colleague 
 

Includes health and social care professionals and ancillary healthcare workers 
 

 
 

Integrity 
 

Means upholding the values of the profession and accepted standards of practice. It 

is acting honestly and as expected with the Code of Professional Conduct and Ethics. 

 
 

Poor professional performance 
 

The failure of a nurse or midwife to meet expected standards of competence 
 

(whether in knowledge, skill, and/or attitude) 
 

 
 

Quality of practice 
 

Evidence-based professional standards balanced against service user needs, 

satisfaction and organisational efficiency 

 
 

Registered nurse and registered midwife 
 

Nurses and midwives who are registered with the Nursing and Midwifery Board. 
 

 

  Service user 
 

Someone who uses services for their health and social care needs. The term includes 

patients, clients, carers, families and guardians. It also applies to groups who represent 

the interests of people who use health and social care services 

 
Standards 

 

Authoritative statements developed, monitored and enforced by the Nursing and  
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Midwifery Board to describe the responsibilities and conduct expected of registered 

nurses and midwives. The standards are based on the principles and 

values that underpin professional practice. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


